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THE PLACE OF THE LOCAL MEDICAL SOCIETY* 


WituiaM J. Burns, LL.B., 
Executive Secretary of the Wayne County Medical Society 
Detroit, Michigan 


OUR Program Committee has been very 

kind in inviting me to Minnesota to give you 
a few slants upon the work and problems of the 
county medical society and upon some excep- 
tional activities and pioneering steps which are 
bound to exert a growing influence upon every 
individual medical society in the country. 

Every county should have its medical society 
and to insure success in all its undertakings, 
there should be but one and only one unit. In 
the larger cities special groups may be organized, 
such as a Medical Section, or a Surgical Section, 
but for the sake of complete harmony and per- 
manent good to the local profession and to the 
public, each and every medical group should be 
an integral part of the parent medical society. 

Among the modern functions which are being 
sponsored by progressive county medical societies 
in the United States may be listed: (1) Definite 
organization along economic and administrative 
lines such as has proven successful in the busi- 
ness world; (2) A program of education and 
service to the profession and to the public, which 
includes daily or weekly newspaper columns, 
speakers’ bureaus, physicians’ telephone ex- 
changes and collection and credit bureaus, etc.; 
and (3) a very satisfactory courtesy program, 
which includes coéperation with the judiciary, 
and close contacts with business leaders, civic 
officials, legislators and other office-holders. 


DEFINITE ORGANIZATION 


Realizing that the county medical society must 
be the center of medical activity in the commu- 
nity, officers of many such units in the United 
States are reorganizing their societies along 
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business lines and placing the administration of 
the association’s affairs in the hands of a full 
time employee. The Society’s importance to the 
community is too great to hazard it by a careless 
or indifferent attitude. Outside interests have 
already attempted to lessen the influence of the 
county medical society. Now is the time to step 
in and by positive activity save the situation be- 
fore it is too late. Better business administra- 
tion would mean better programs, larger attend- 
ance, greater influence and enhanced prestige to 
the whole profession, with resulting benefits to 
the individual practitioner. Members of smaller 
county societies know the advantages of joint 
meetings with neighboring societies, for example, 
the enthusiasm and benefits of a tri-county meet- 
ing. The day must come when not only will 
every larger society have a definite program 
along economic lines, but the smaller counties 
will unite in groups of three, four, five or six 
societies, outline a codperative plan of progress 
and employ a full-time individual to execute the 
business details. Good results must follow. 
This plan is to the interests of the individual 
practitioner of medicine. 


A BULLETIN 


Wherever possible, county medical societies 
should publish a bulletin. It is one way to keep 
up the interest of the membership, and to tell the 
world what the local medical profession is doing 
for the community good. In addition, a bulletin 
in the hands of a live business manager can be 
a source of revenue, as many manufacturers are 
glad of an opportunity to use the medical man’s 
publication to advertise their products. The 
mailing list of a medical “house organ” can in- 
clude the names of physicians in neighboring 
cities and also prominent laymen, and can be the 
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means of increasing the prestige of the medical 
men who publish it. ' 


PROGRAM OF EDUCATION 


The movement of popular medicine had its ori- 
gin some years ago, and, through the stimulation 
of the American Medical Association, has devel- 
oped from small beginnings until it has become 
a very influential organization in some county 
medical societies of the United States. 


EDUCATION COMMITTEE WORK 


In Toledo, Ohio, it was my privilege to see an 
educational program launched and developed. 
For years back, several of the more foresighted 
members of this county medical society realized 
the value of a program of popular medical edu- 
cation. It remained simply to put it into being. 
Numerous meetings were held over the luncheon 
table to discuss ways and means. At one no- 
table meeting back in 1924, the officers of the 
society decided finally that problems dealing with 
clinic abuse, contract practice, unethical conduct, 
fraudulent advertising, quackery, misinforma- 
tion of the public on matters of health, and a 
host of other things could be best met by broad- 
casting first hand the doctors’ viewpoint on these 
medical matters, rather than the laymen’s. This 
was a departure from the old notion of keeping 
silence on such matters from a mistaken idea of 
“ethics.” This position is hardly tenable. The 
distinction has well been made between “advertis- 
ing,” which is closed to the physician as an in- 
dividual, and “publicity,” which is open to the 
profession as a whole. Not all the members, 
however, were sold on the soundness of the idea. 
You gentlemen probably will encounter the same 
condition in your own ranks; yet it is clear that 
your responsibility as guardians of the public 
health demands that you take more than a passive 
interest in such matters. In addition, your ac- 
ceptance of this obligation will result in increas- 
ing your financial as well as your scientific rev- 
enue. 

The officers of the Toledo Academy decided 
definitely on the necessity of forming an Educa- 
tion Committee to look after these matters in 
point. Such a committee would bring about a 
better relation between the public and the pro- 
fession, which would be of advantage to both. 


DAILY NEWSPAPER COLUMN 


The beginning of popular medical education in 
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Toledo was made early in 1926 with weekly 
health articles in two of the leading papers. The 
committee’s plans were visionary. It had no 
precedent to follow. Few realized its possibili- 
ties. The first year was spent mainly in build- 
ing up experiences and gaining contacts. It can 
truthfully be said that it sold the idea of honest 
guidance and authentic information in medical 
matters to the newspapers and the public. This 
was a worth-while accomplishment. But the 
committee quickly realized that the infrequency 
of appearance of its articles would lose force. 
Plans were set afoot to publish a daily medical 
article. This was a radical innovation in news- 
paper circles. True it is that daily newspaper 
medical articles had appeared previously in syn- 
dicated form. These, however, reflected only in- 
dividual opinion in medicine. The “Said by 
Toledo Doctors” column, with its daily article, 
attempted to reflect the accepted opinion of the 
bulk of the medical profession. In this respect, 
it pioneered. 

On February 27, 1927, the new column was 
inaugurated. During the next two years, a daily 
article was printed, followed by a “Question 
Box.” Society members submitted articles to the 
Publications Bureau, which revised and edited 
them to fit into the program. Names of phy- 
sicians were not signed to the articles. Self- 
diagnosis and self-medication were discouraged. 
The motto throughout was: “See your doctor 
first.” 


SPEAKERS’ BUREAU 


Realizing that the Speakers’ Bureau was a 
necessary adjunct to the work of the Publications 
Bureau, this department was formed in 1927. 
For the first half year it worked sporadically. 
But the profession realized that the Speakers’ 
3ureau was a powerful and valuable arm in 
bringing the medical man in direct contact with 
the public, so a concerted effort was made to 
boom this feature. The result was that during 
1928 and 1929 the Speakers’ Bureau sent out 
an average of ten lecturers each month to ad- 
dress lay organizations, civic clubs, etc. The 
public seemed to be hungry for information deal- 
ing with its health. These two departments, the 
Publications Bureau and the Speakers’ Bureau, 
had a far-reaching effect. In Toledo, they did 
more than all the preaching in the world to 
counteract the propaganda of the quack and the 
pseudo-medical man. They established the doc- 
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tor in the hearts of the people. More important, 
they made patients proud of their own doctor, 
and resulted in building up that confidence which 
is so necessary in the successful care of a patient. 

With a full time secretary, any county medical 
society or group of societies could establish a 
Speakers’ Bureau, and institute a weekly or more 
frequent newspaper column, with far-reaching 
and beneficial effects to the organization and its 
members. 


PROGRAM OF SERVICE 


A modern county medical society cannot do 
full justice to its members and to the public by a 
program of education alone. It must augment 
it with a program of service. A collection and 
credit bureau and a physicians’ telephone ex- 
change are two good items in a program of serv- 
ice. In competent hands, both can be profit- 
making activities. Here is a brief consideration 
of each plan. 


CREDITS AND COLLECTIONS 


For years, the Wayne County Medical Society 
of Detroit has successfully maintained a physi- 
cians’ business bureau. For obvious reasons, 
this bureau uses a different name than that of the 
society and has its own corporate entity; how- 
ever, it is controlled by a committee of physicians 
from the Society. 

It offers three distinct services to every in- 
dividual member of the Society: first, credit rat- 
ings on every person who visits the doctor’s 
office can be obtained, in case a physician doubts 
the paying ability or paying inclination of his 
patient; second, the Delinquent Account Letter 
Service can be used whereby a series of letters 
is mailed by the Bureau to slow-pay patients to 
aid the doctor’s collections; third, the collection 
division offers its dependable help to the physi- 
cian who wishes to have his older accounts ad- 
justed or financed. 

Annually, the Bureau sponsors a lecture 
course on “Economics.” These talks, given by 
prominent laymen who are specialists in their 
fields, are presented at the regular weekly meet- 
ings of the Society during one particular month. 
Physicians, their office secretaries, bookkeepers, 
workers in hospital offices, and all others inter- 
ested in the business side of a doctor’s practice 
are invited. This year the subjects of the lec- 
tures were: “Systematizing the Office Records” 
given by D. J. Terpeney, Dean of the School of 
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Commerce, Detroit; “Credit Information,” by 
Lee S. Carrick, Service Director of an industrial 
bank of Detroit; “Suggested Aids in the Collec- 
tion of Accounts by Physicians,” by Grahame 
Coffee, Collection Manager of Detroit’s largest 
department store; and “Two Prescriptions: (1) 
Better Codperation Betwixt You and Us; (2) 
Investment Buying by Doctors,” by Kenneth 
Barnard, Manager of the Better Business Bureau 
of Detroit. 

Along similar lines, another activity of a 
county medical society can be the publication of a 
“Confidential List for Members Only.” This 
confidential list, added to monthly, contains the 
names of people with whom the society members 
have experienced unsatisfactory financial rela- 
tions. (This is sometimes referred to as the 
“Deadbeat” list and of course is in code, to elim- 
inate the possibility of law suits.) A copy of 
this list is mailed to each member so that he may 
study it whenever a new and questionable patient 
appears in his office for service. A master-list 
should be kept in the office of the medical society. 


PHYSICIANS’ TELEPHONE EXCHANGE 


A county medical society activity which is 
spreading across the country is the physicians’ 
telephone exchange. In a certain midwest city, 
such a bureau has been running twenty-four 
hours per day since August 1, 1925. It was 
started with a campaign for members. Approx- 
imately 100 subscribers joined before operations 
were begun. This number increased gradually 
to 160 (close to 50 per cent of the active mem- 
bership) and this is believed to be the satura- 
tion point. The subscribers are assessed $3.50 
per month, payable quarterly, for this extra serv- 
ice. It is owned and controlled by the society, 
with the board of trustees acting as a supervis- 
ing committee, but it is operated as a separate 
entity. The bureau is not incorporated but is 
classed as a department of the society, which is 
incorporated not for profit. The Doctors’ Serv- 
ice Bureau has its own employees and its own 
system of bookkeeping; the bureau has nothing 
to do with the general funds of the county med- 
ical society. The main object of a physicians’ 
service bureau is to be a connecting link between 
the doctor and his patients. Most of this 
bureau’s work consists in patients calling for 
their family physician or making appointments 
with a specialist, which is desirable business. It 
gets a share of emergency calls but these are 
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necessary evils. Often there is no remuneration 
to the doctor for such work. But such a bureau, 
being a quasi-public agency, must accept the 
good with the bad. 


TELEPHONE EXTENSIONS 


Fifty-five subscribers have installed direct tele- 
phone extensions from their offices or residences 
(or both) to the Doctors’ Service Bureau offices. 
A special switchboard has been installed which 
combines main trunk lines and these extensions. 
Every time the telephone rings in the doctor’s 
office or residence, a light signal is received in the 
bureau’s office. If the doctor fails to answer, the 
message is taken until he returns. In this way, 
no business is lost by a subscriber with an exten- 
sion. It is a boon to the younger man who can- 
not afford the expense of even an eight-hour of- 
fice assistant, not to speak of twenty-four hour 
telephone coverage. The subscriber pays the 
telephone company a sum for this extension equal 
to the aerial distance from his office or residence 
to the bureau office. 

The operation of a physicians’ service bureau 
brings with it loads of grief. Just try to please 
everybody! But it is worth all the trouble. A 


bureau helps to pep up the society and makes it 
the center of medical activity in the city. It helps 
to unify the doctors, which seems to be a problem 


in every city, town and hamlet. The advantages 
seem to outweigh, by far, the troubles. The peo- 
ple come to the society headquarters for all medi- 
cal and miscellaneous information, including 
opinions on quacks, and it is felt the bureau has 
been largely the cause of this decided advantage. 


MEDICAL DEFENSE 


Another valuable item in a program of service 
is medical defense against malpractice suits. In 
Michigan, two dollars of the dues sent to the 
State Society go to a Medical Defense Fund. It 
is interesting to note that in the city of Detroit, 
not one malpractice suit has been lost by a physi- 
cian during the past three years. It pays to be 
organized. 

The Wayne County Medical Society has luxu- 
rious club rooms, a cafe and a roof garden for 
the use of its members. Originally, it purchased 
a residence for $17,500 which, in the boom of 
1926 was sold for $110,000. Bonds were pur- 
chased and plans for the erection or purchase 
of another “home” are now before the Board 
of Trustees. The present leased headquarters 
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occupy the eleventh floor of a skyscraper 
facing the Art Center. The men _ especially 
enjoy the dining room feature of the society 
and gather every noon for good food, conver. 
sation and cards. All committee meetings are 
held at the headquarters over the luncheon table. 
The Cafe certainly helps good fellowship and 
esprit de corps. 

A program of service in conjunction with so- 
cial features is necessary for a county medical 
society if it hopes to achieve that place in the 
sun which brings tangible benefits to its individ- 
ual members. 


COURTESY PROGRAM 


Physicians frequently learn of the illness of a 
medical confrére. They think of it momentarily 
and then forget it in the stress of making a call 
or getting to the office on time. Such a matter 
deserves more attention: for example, the mail- 
ing of a sick card, a daily telephone call for re- 
ports, a visit from a member of the welfare 
committee, and the insertion of the sick man’s 
name in the Bulletin would not be amiss. When 
one person is responsible for the fulfillment of a 
courtesy program, it is carried out with infinite 
pains. 

Last March 15th, a certain Ohio doctor (like 
thousands of other poor mortals) was making 
out his income tax report. He called his medical 
society office. Could he, he asked, take as a de- 
duction the legal expense incurred in fighting a 
malpractice svit which had been inflicted upon 
him during the past year. He was made very 
happy in the knowledge that this was an allow- 
able deduction and he took down the exact cita- 
tion in order that there would be no question 
concerning his report when it reached the in- 
come tax office. This was another small item of 
service rendered by one charged with certain re- 
sponsibilities of courtesy, resulting in greater 
good-will for the county medical society. 

To protect its own and its members’ interests, 
and to grow in influence and prestige, a county 
medical society must become active in civic af- 
fairs, and contact business leaders, legislators, 
judges and other officeholders. 


CONTROL OF CLINICS 


Recently, in a suburb of Detroit, an uplift as 
sociation decided to promote a round-up of the 
pre-school child. This lay organization made all 
its plans without interviewing the representatives 
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of the medical society. It decided that a school 
building would be the proper place for such a 
“demonstration.” All basic plans for the exami- 
nation of 1,000 children—a strictly medical ges- 
ture—were formed without a bit of advice from 
medical mn. The laity, as usual, was making 
plans to run the doctor’s business. Fancy a lay 
organization attempting to formulate plans to run 
any other business. 

Physicians first learned of the program when 
they received a letter advising them of the hours 
and days they were expected to be present at the 
school house to perform the examinations. The 
invitation read: “The Clinic, as a part of the 
round-up for almost 1,000 children, will be held 
June 24th, 25th, July Ist, 8th and 10th from 9:00 
A. M. to 12:00 Noon.” Such a plan was so con- 
trary to the rulirig of the Wayne County Medical 
Society, which stated that all such examinations 
were to be made “in the offices of private physi- 
cians,” that doctors in this suburb, members of 
the society, suggested to the officers of the asso- 
ciation that a change in plans might be advisable. 
These physicians wished to codperate in the cam- 
paign in the interests of better health. They 
found, however, that the round-up promoters 
were adamant. They would go through with 
their plans, they said, if it were necessary to im- 
port doctors from outside the city and the county. 
In fact, the first day’s examination was held as 
scheduled and a few physicians, not members of 
the society, were present. The threat that im- 
ported doctors would be used bore no weight, as 
the Michigan State Medical Society heard of the 
plan and upheld the ruling of the county society. 
Doctors in other counties had no desire to step 
into a political trap. The better qualified physi- 
cians of the city were not present at the exami- 
nations, which to anxious parents were far from 
being a success. 


That which should have occurred in the first 
place, before the inauguration of any plans, was 
the final result: a conference between officials of 
the lay association and the proper committee of 
the Wayne County Medical Society. This 
friendly get-together resulted in mutual under- 
standing and the formulation of plans agreeable 
to the Wayne County Medical Society and in the 
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best interests of real public health. In future, all 
medical plans in this suburb will be referred to 
the physicians at their instigation and not when 
completed. The children—future citizens of this 
suburb—will receive better attention from the 
physicians in their own offices. Thorough ex- 
aminations will be given and all defects will be 
discovered. Better general health in the years 
to come will be the direct result. 

Medical organization has again lived up to its 
unsefish principles of better public health as well 
as the protection and education of its members. 


CONCLUSION 


You have heard a few of the activities of a 
modern county medical society which employs an 
executive secretary to carry them out. Without 
a man responsible for these duties, the bulk of 
this work must be borne by some member of 
your society. A physician has not the time to 
give from his practice to a thorough handling of 
it. Some things must be glossed over and 
slipped. Perhaps those things of most concern 
to you may be in this number. In any case, ad- 
mitting the doctor’s full capability, and usually 
he is very capable (or he would not have been 


chosen for office by his confréres), it is not just 
to saddle detail work of this kind on his shoul- 


ders. More than that, it will mean a failure to 
progress along the modern lines of education, 
service and courtesy which you all desire. It be- 
comes absolutely necessary to entrust such mat- 
ters to one who can give to them his whole time 
and undivided attention. Let the policy of the 
organization be dictated by the officers; the de- 
tails of its execution can be handled by a full- 
time man. Such a manager is styled an Execu- 
tive Secretary. I have been told that the county 
medical societies throughout the country which 
have decided upon a modern program and have 
employed an executive secretary to insure its ac- 
complishment seem to be outstanding. They tell 
me the program has been important to all in its 
relation to the actual scientific practice of medi- 
cine. Therefore, I may venture the prediction 
that every society of prominence will sponsor 
such a program and have an executive secretary 
in the very near future. The investment will pay 
rich returns, economically and professionally. 





THE ECONOMIC TREND IN MEDICINE* 


J. G. Crownuanrt, Secretary, State Medical Society of Wisconsin 
Madison, Wisconsin 


| medical organization possibly few but offi- 

cers appreciate so fully that the first aim 
must ever be the advancement of the scientific 
attainments of every member. Those who 
would fulfill their obligations as officers must 
never lose sight of this foremost purpose. As 
it is successfully advanced, experience demon- 
strates that many seemingly independent and 
difficult problems disappear. 


On the other hand, without tinge of com- 
mercialism, organized medicine has a primal duty 
to perform in safeguarding and promoting the 
material welfare of its members, which is in no 
sense different from the welfare of the public. 
This can be performed without making the at- 
tainments incompatible with a higher type of 
public service, for, indeed, the two can only pro- 
ceed hand in hand. 

In the time allotted, I stress here only this 
seemingly materialistic side of organized effort. 
Almost unwillingly I am compelled to submerge 
some of the more humanitarian aspects and at- 
tainments. In the nine months just past, visiting 
the county medical societies of Wisconsin, we 
have been able to point out concretely how four 
comparatively small accomplishments of their 
State Society have saved every member $27.00 
a year in perpetuity—$17.00 a year more than 
their state dues. Computed on the basis of the 
bankers’ investment table, this makes the certif- 
icate of membership worth almost $300.00 on 
these four items alone. 


To this we have been able to add the recital 
of achievements,—measure after measure, proj- 
ect after project,—which have potential values 
running into many thousands of dollars, which 
we are not able to compute or allocate with 
definiteness to any given member. These proj- 
ects have met with success because primarily 
they have been of public service. The physician 
does not profit on the income that sustains him, 
but only upon that usually thin top layer that 
spells laying away a competence for old age, 
making possible the education of his children and 
affording the enjoyments of well earned com- 
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forts. Within this narrow bracket organized 
medicine in Minnesota and Wisconsin has done 
much, and can do more, to promote the worthy 
ambitions of every member. 


Some two years ago, however, the Council of 
the Wisconsin Society had a conscientious feeling 
that, while we had been able to accomplish very 
gratifying results, such attainments largely had 
been possible through the correction of existing 
injustices to members of the profession, partic- 
ularly through relieving those injustices formerly 
to be found in the laws of the state. With this 
field of effort for the most part now obviated, 
the Council believes that a broader opportunity 
for service to the members and public alike lies 
in the adoption of a broader viewpoint,—the rec- 
ognition of the value of statesmanship to guide 
the future of medicine and public health en- 
deavor. 


Today, as never before, they feel there is un- 
folding and developing with great rapidity a 
newer recognition and clearer appreciation of the 
value of good health and the cost of preventable 
disease. Legislatures, ifidustries, insurance com- 
panies and school boards all are cognizant of the 
tremendous possibilities for health conservation 
which would be reflected in lower taxes and in- 
creased profits. As for the individual, some- 
thing has happened that possibly no one could 
have foreseen a few years ago. From the pre- 
cept of frugality, today man is besieged on every 
side by high pressure salesmanship to enjoy 
present comforts and luxuries by mortgaging his 
future income. Urged even by some banks to 
save only presently so to spend, the individual 
has brought home to him most vividly the fact 
that the so-called unexpected illness climaxing a 
mortgaged income may spell financial disaster. 
For such disaster the costs of medical care—the 
straw that broke his financial back—is burdened 
with all the blame. 


Today, as at no time in the past, large numbers 
of people are ready to receive, frequently to 
seek, medical charity where they would never 
think of accepting, much less soliciting, charity 
in the way of food, fuel, light, clothing or shelter 
—other basic necessities. 
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Added to these two factors, the Council is con- 
vinced that the ever present and age old desire 
of all mankind to leave a record of some useful 
and unselfish act for posterity to revere, is being 
translated more and more into terms of doing 
something for the public health. You can name 
to: yourself twenty to thirty organizations in 
Minnesota that have such a purpose as their 
primary or secondary goal. The disturbing ele- 
ment is not the altogether fitting end in view, but 
the frequent pathetic attempts at proper transla- 
tions through hasty or ill-advised legislation. 

Josh Billings said some years ago, “It ain’t 
ignorance that hurts people so much as it is 
knowing so many things that ain’t so.” The 
identical situation here exists. It is not that the 
layman and his organizations are insincerely in- 
terested in advancing individual and community 
health. Indeed they are most sincerely inter- 
ested. But the real truth is that what will ad- 
vance the public health is a highly technical sub- 
ject. Physicians, like supervising architects, 
must draft the plans and closely supervise the 
construction if the building is to stand in storm 
and sun. Much must be accomplished through 
education which is almost as slow in results as 
the generations. 


Now we find that new agencies have recently 
entered the field. Non-medical organizations 
and groups seek to hasten the end in view by 


group action and legislation. They undertake 
to become the architects and the engineers. The 
dangers to the public itself of such a diversifica- 
tion and diffusion of authority, however, are so 
apparent to you as trained technical advisors that 
you wonder why others fail to appreciate and 
recognize the hazards. This modern tendency 
for immediate action, this demand for speed, this 
impatience with time for winnowing and sifting, 
brings to the organized profession many of its 
present and most pressing problems. 

Busy physicians cannot hope to find the time 
to meet as individuals these group problems. 
Simple questions may receive momentary solu- 
tion but to chart the course which shall deter- 
mine the policies, ambitions and lives of men in 
a great and forward looking profession requires 
consultation, consideration and research. Only 
through a unity of action, a devotion to high 
purpose, can organized men and minds find the 
broad way worthy of the past. In this effort 
there are no short cuts to a real and lasting suc- 
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cess. But scientific organizations, by enlisting 
the support of all members, may well undertake 
to diagnose and treat the specialized needs of a 
whole people. Such an organization may well 
render a distinguished service to the public and 
members alike by the development of a states- 
manship in medicine that will offer competent 
direction and forward looking policies further to 
enhance the value and extend the benefits of 
scientific medicine to a whole people. 

Such efforts require funds which may only be 
secured immediately by increased dues. Every 
society, I care not what it may be, can only 
justify its dues upon at least dollar for dollar 
benefit and dividends to its members. Such re- 
turns, far exceeding the dues paid, long have 
been made manifest in Minnesota and Wisconsin. 
Money so spent in the purchase of profits is no 
luxury. 

We will never have an appreciation of the 
probable costs of insufficient direction and action, 
so long as competent effort forestalls what would 
otherwise occur and the consequent assessments. 
So it is that the program of the future in direc- 
tion and prevention may not bring such apparent 
returns. But just as you can justify the ex- 
penditure of money for prevention of typhoid, 
diphtheria and smallpox, so must each physician 
appreciate that the efforts of his state society 
and parent organization will also pay dividends 
far exceeding those of the past. 

It has been my privilege to explain this situa- 
tion to forty-four county medical societies in 
Wisconsin during the last few months. Neither 
advocating nor defending a proposed substantial 
increase in dues, it has been my sole purpose to 
outline in more detail the general propositions 
submitted to you this evening. Of forty-four 
voting, only one has voted against increasing the 
dues from $10 a year to those of Minnesota— 
$15 a year. Wisconsin, appreciating the fore- 
sight of your officers, is frankly following in 
your footsteps. 

There will always be those who will say, “It 
can’t be done.” But if the program of Minne- 
sota and Wisconsin meets fairly and squarely 
the needs of the great group of physicians, it 
cannot fail of accomplishments that will be 
valued by thoughtful members and welcomed by 
the public. Such accomplishments will far ex- 
ceed those of the past even though they take 
years, instead of months, in the doing. 
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This is a world of progress. It is a day of 
changing problems; a time for new foresights. 
The dying and the dawning made by the advance 
must keep us ever alert to the ideals which the 
profession of medicine demands. More than ever 
the physician has become the apostle of humani- 
tarianism. By organization disease is routed; 
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by council and group action you achieve. In 
this exceptional idealism to advance the profes- 
sion of medicine by a public spirited united ac- 


tion, Wisconsin joins the vanguard of Minne- 


sota—ever conscious that where the vanguard 


camps today the rearguard bivouacs tomorrow. 





THE CAUSE OF GINGER PARALYSIS 
DEFINITELY IDENTIFIED 


The cause of ginger paralysis has been determined. 
This paralysis, which has afflicted thousands of victims, 
is not caused by ginger at all, but by a compound 
known to chemists as tri-ortho cresyl phosphate. This 
chemical is the main constituent of technical tricresyl 
phosphate, which is widely used in trade circles, espe- 
cially in the manufacture of varnishes, shellacs, and 
similar preparations. Being cheap and readily obtained 
in any quantities, it appears to have been used by ir- 
responsible makers of so-called ginger extract to re- 
place the ginger. There seems to be no question that 
the adulterated paralytic ginger extract contained tri- 
ortho cresyl phosphate in an approximate concentration 
of about two per cent. 

The United States Public Health Service has been 
working on the public health aspects of “Jake paraly- 
sis” since the wide appearance of this condition in cer- 
tain sections of the country last winter and spring. In 
attacking the problem, it soon became evident to inves- 
tigators that they were dealing with a new form of 
paralysis and one in which many possibilities were in- 
volved. As the investigations proceeded, it became evi- 
dent that some form of phenol was the causative agent. 
Soon attention was centered on technical tricresyl 
phosphate. Chemists of the Prohibition Bureau had 
found similar substances in suspected extracts. As a 
number of different chemicals enter into the manufac- 
ture of this commercial product, it became necessary to 
separate them and find out what effect each might have 
if used in a beverage. This has been done and it has 
been found that tri-ortho cresyl phosphate, either itself 
or in combination with other chemicals of harmless 
nature, when given to various kinds of animals will 


produce exactly the same kind of paralysis as that 
caused by drinking of “Jake.” The Public Health 
Service has no record of a single case of paralysis 
caused by ginger preparations manufactured by repu- 
table pharmaceutical concerns. Tri-ortho crsyl phos- 
phate is, therefore, definitely established as the specific 
cause of the cases of so-called “ginger paralysis.” 

Studies conducted on laboratory animals show con- 
clusively that a paralysis of the extremities can be 
produced uniformly in monkeys and other animals by 
the injection under the skin or by oral administration 
of the chemically pure as well as the technical tri-ortho 
cresyl phosphate. The failure to produce any symp- 
toms, whatever, in monkeys with enormous doses of 
this poison given by mouth indicates that it is practi- 
cally not absorbed from the intestinal canal in that 
species. 

The precise reason for including this remarkable 
substance as one of the ingredients of a substandard 
fluid extract of ginger made and sold for beverage pur- 
poses will probably never be known, unless a confes- 
sion is wrung from the guilty ones. It seems entirely 
reasonable, however, to suppose that it was included on 
account of its physical or other properties which make 
it difficult to distinguish from the normal ginger con- 
stituents. Only a chemist of considerable ability could 
have thought of this; and had there been anything 
known about the pharmacologic action of this sub- 
stance and the possible dire consequences, it is probable 
that it would never have happened. From this the 
question naturally arises as to whether there are not 
many other organic compounds of great medicinal in- 
terest, perhaps some with great possibilities for the 
treatment of disease, awaiting the attention of inves- 
tigators—Health News, U. S. Public Health Service, 
December 31, 1930. 





THE ECONOMIC TREND IN MEDICINE: 


WHAT IS IT?* 


Oxttn West, M.D., Secretary of the American Medical Association 
Chicago, Illinois 


M* Chairman, Ladies and Gentlemen: 

I was somewhat dismayed as I sat over 
there in the corner and observed the sartorial 
splendor of most of the speakers who have pre- 
ceded me on this program. Much as I loved 
George Crownhart and John Peck, I love them 
ten times more now that they have dared to come 
up here and speak to you with old suits of clothes 
on. For fear that you don’t know, I want to tell 
you that both of them have not only tuxedos 
but have dress suits and can wear them just 
about as gracefully as any man can wear monkey 
clothes. 

I am greatly pleased, Mr. Chairman, to have 
the privilege of participating in this meeting of 
the Minnesota State Medical Association, and 
particularly so since the American Medical As- 
sociation has recently honored itself by election 
to its presidency of that very lovable and modest 
gentlemen and splendid surgeon, Dr. E. Starr 
Judd, one of your own members. 


I note at the head of the printed program to- 
night what appears to be the topic of this general 
discussion, ‘““The Economic Trend of Medicine,” 
and I notice at the bottom in little letters that get 
smaller as one goes further down, the topic, 


“What Is It?” It appears that I am expected to 
tell you what it is. I wish I could. 

Definite trends are not quickly established, but 
result from well considered opinion based on a 
reasonably broad experience extending over a 
considerable period. Insofar as I am able to 
evaluate the situation, there are not very many 
new trends in medicine itself. Currents are 
quickly developed and frequently the tendency 
is to drift with one or another current. Some- 
times we are caught in eddies and linger there 
until a stronger current or a new current bears 
us on, or across, or even carries us back. 

We are disposed, somewhat, I think, to con- 
fuse noise with trend. We are rather prone to 
believe that the vociferous efforts of propagan- 
dists constitute trends. Sometimes this noise and 


*Address before the Medical Economics meeting of the Minne- 
sota State Medical Association, Duluth, Minn., July 14, 1930. 


the propaganda may come from within the medi- 
cal profession itself, but generally speaking most 
of it in latter days has come from outside. 

There are agitators who love the glare of the 
limelight that of late years have made many pro- 
posals and have made so much fuss about them 
that some of us have been disposed to believe that 
they represented trends in medicine. There are 
self-seekers who would gain support for their 
own selfish schemes that have led some of us to 
think at times that these schemes represent defi- 
nite trends in medicine. There are the reform- 
ers who are always dissatisfied with what is, who 
seek to overthrow all that is practical and to 
establish a sort of heaven on earth, who have 
fooled us at times into thinking that they repre- 
sented definite trends in medicine. And I have 
listened to them and have wondered what sort of 
a situation would be created if they could realize 
their dreams. I cannot conceive of any hell that 
would be more hellish than the situation in which 
some of these reformers would place us, in which 
everybody would be like everybody else; every- 
body of the same mentality as everybody else; 
everybody with exactly the same opportunities 
as everybody else and with the same capacity for 
taking advantage of opportunities. 

There are meddlers outside of the medical pro- 
fession who, in my opinion, are generally ac- 
tuated by the sensations that come from sore 
toes, that have set up one or another scheme and 
have fooled the public and sometimes part of the 
medical profession into believing that they rep- 
resent definite trends in medicine. 

There are misguided philanthropists who 1! 
have no doubt are actuated by the worthiest mo- 
tives, that have proposed this, that, and the other 
scheme, and have put so much propaganda be- 
hind their schemes as to lead many to think that 
they constitute definite trends in medicine. 

And there are the politicians of a certain kind 
who never lose an opportunity to take advantage 
of any chance that offers for multiplying votes 
in their favor, that have proposed and even suc- 
ceeded in getting enacted into law all sorts of 
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visionary plans supposedly for the improvement 
of this, that, or the other condition, and some of 
us have been disposed to look upon these as con- 
stituting the definite trends in medicine. 

As examples of some of these activities I 
might mention, in passing, the enactment of leg- 
islation supposedly intended to serve the best in- 
terests of the veterans of the World War, 
through which will be entailed expenditures of 
many millions of dollars but will not result, in 
my humble opinion, in providing the best care 
for those veterans of the World War justly en- 
titled to the best care that can be provided. These 
schemes contemplate extending medical and hos- 
pital service to many who served in one capacity 
or another who are in no sense entitled to free 
medical or hospital care at the expense of the 
government or at the expense of the general pop- 
ulation. Under the provisions of this legislation 
free care is to be offered and given in cases of 
disease or injury that has no connection with 
military service. The tendency of any such 
scheme is to destroy the independence and the 
manhood and the self respect of those who ac- 
cept the dole that is so offered. 

There is a tendency that is very decided, pro- 
moted by those outside of the medical profes- 
sion, for the most part, but aided to some extent 
by some of the members of the profession itself, 
to dissociate public health from medicine. Pub- 
lic health, I believe, is distinctly a field of medi- 
cine. Public health administration should be 
through trained medical men and should not be 
resigned under any circumstances, not even un- 
der the appeal of subsidies from government, to 
laymen without medical training and knowledge. 
This is a trend that did not originate in the or- 
ganized medical profession, but it is one like 
some of the other tendencies I have mentioned, 
that ought to receive the most thorough and 
careful consideration by organized medicine and 
ought to be positively, militantly opposed. 

There seems to have developed a very definite 
trend in medicine itself toward over-organiza- 
tion. I don’t mean over-organization of county 
medical societies or of the state medical associa- 
tion, but I mean the establishment of almost in- 
numerable independent societies and organiza- 
tions of various. kinds composed of the very 
members of the fundamental medical organiza- 
tion in the United States. 

I am convinced that this is not for the best in- 
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terests of scientific medicine and consequently is 
opposed to the public interest. As Mr. Crown- 
hart said so well, there is no difference between 
the material interests of physicians and the ma- 
terial interests of the general public. I have 
never known anything to be done to promote the 
interests of the medical profession that did not 
at the same time, and generally to a much larger 
degree, promote the interests of the general 
public. 

There is a current that I think it is well enough 
to mention which has been stirred by a minority 
element of the medical profession that tends to 
the commercialization of the practice of medi- 
cine. It is not a definite trend, in my opinion, be- 
cause by far the greater number of physicians in 
the United States are actuated by the same high 
purposes that have always characterized the hon- 
orable profession to which they belong, and un- 
der the ideals and the traditions of the profes- 
sion the making of money has never been a prime 
purpose. This tendency, originating upon the 
part of a minor element in the profession, in my 
judgment, is one that should be openly and per- 
sistently combated by organized medicine every- 
where. When we commercialize the practice of 


medicine we shall destroy scientific medicine. 
The truly representative physicians of this coun- 
try, greatly in the majority, should not permit a 
small minority to misrepresent their professional 
attitude and to prostitute a great scientific and 
humanitarian profession. 


There is another current which stirs along the 
banks which should be broken now—also origi- 
inating with a minor element in the profession, 
and having a tendency to break down medical 
ethics. This should be openly, actively, and per- 
sistently opposed by the forces of organized 
medicine. Remove ideals, remove tradition, re- 
move ethics, and destroy medicine. The existence 
and observance of the principles of medical eth- 
ics, as written and adopted, constitutes the best 
safeguard of the public interest and the best safe- 
guard of the profession itself. 

But with all of these things and with others 
which might be mentioned, the one really big 
trend in medicine today is bigger and more pro- 
nounced and just as true as it has always been. 
It is the trend for the promotion of the art 
and science of medicine and for the extension of 
its benefits to mankind everywhere. There has 
never been a time when the avenues of expres- 





ECONOMIC TREND IN MEDICINE—WEST 123 


sion of opinion in scientific medicine have been as 
fine and as efficient as they are today. Our medi- 
cal journalism, in my humble opinion, is far su- 
perior to any journalism that has ever charac- 
terized medicine in the United States. Our medi- 
cal societies, parts of the fundamental organiza- 
tion in this country, are becoming more and more 
efficient in dealing with the problems with which 
it is at once their right and their duty to deal. 
Our state societies, for the most part, have ad- 
vanced in remarkable fashion within the last few 
years and, as has been shown here tonight in the 
statements of the secretary of one state society 
and the president of another, are taking their 
place in the leadership of the life of their states 
in a very remarkable way. As I said today on 
the floor of the House of Delegates, I remember 
distinctly having had the privilege of attending a 
meeting of the Minnesota State Medical Asso- 
ciation some six or eight years ago. The atmos- 
phere today is as different as one could well 
imagine, fine as the spirit was back there. The 
Minnesota State Medical Association has made 
remarkable progress in assuming the leadership 
that naturally devolves upon it, and in my opin- 
ion has achieved a splendid program of accom- 
plishment within the last six or eight years. As 
I interpret what I have heard here today, I be- 
lieve the good work has just begun, and that it is 
going to be carried on in a much more efficient 
manner than has been done heretofore. 

There are undoubtedly many movements that 
are aimed against medicine. A regular siege has 
been laid. Just why I don’t know; in consider- 


ing the matter in my official report to the House 
of Delegates I tried to explain it on the ground 
that it may be true that we have proceeded in 
our honest effort to inform the public, to educate 
the public, as we usually say, to the point where 
many believe that they know enough about it to 
make the rules of the game and dictate pro- 
cedures. A little knowledge is a dangerous thing, 
and if my diagnosis of the situation is correct 
then certainly it proves better than anything else 
could prove that our outstanding duty at the 
present time, beyond our duty to do whatever 
we can to make every member of organized med- 
icine a better physician and better able to serve 
those who need his services, is to carry on our 
program of education of the public and to work 
unceasingly at that job until the truth about med- 
icine shall prevail. 

I don’t know what is going to come of many 
of these currents that some of us have interpret- 
ed to constitute trends, but I am thoroughly sat- 
isfied, Mr. Chairman, that if organized medicine 
will bend itself with renewed determination to its 
fundamental job of doing everything that it can 
do to promote the art and science of medicine 
and to improve the quality of medical service 
rendered by every one of its members, and will 
then do its duty toward giving the public the 
benefit of useful information that none others 
can give and that the public can digest and as- 
similate, the truth about medicine will prevail 
and any untoward trends will be stopped. 

1 am grateful, indeed, Mr. Chairman, for the 
kindly hearing that has been given me. 








HEALTH EDUCATION* 


F. H. Macney, M.D. 
Duluth, Minnesota 


EALTH is of vital importance to everyone, 

and most people are intensely interested in 
it. It is only natural that the sick should be, i 
order to be relieved from pain and discomfort 
and so to enjoy the fruits of good health, but 
even the healthy wish to continue in a state of 
well-being, that they may further enjoy its bene- 
fits, and that life may be prolonged. This latter 
group has been constantly increasing and they 
are beginning to manifest a real interest in health 
and its promotion. This interest now aroused 
should be further stimulated, and it thus falls 
upon the shoulders of the medical profession to 
see that wise and judicious counsel be given and 
that this new movenient shall continue to grow. 

Recently, when Edison was asked what he 
would choose if he could have any one thing in 
the natural, mental and spiritual world, he re- 
plied “good health.” That this desire is not only 
held by people of the Edison type, but by many 
others as well, is manifested by the continued in- 
terest taken by the millions in the syndicated 
health columns of the daily papers. The ana- 
grams, limericks and many other fads have gone 
by the board and at present the crossword puz- 
zle is gasping its last, but the press, feeling the 
pulse of the public through letters and questions 
stimulated by health columns, has not only con- 
tinued printing such material but has added space 
so that often more than one doctor is carried on 
the individual paper’s staff. 

Industry is interested in the health of its em- 
ployees because good health promotes efficiency, 
increases production and tends to prevent acci- 
dents. Through safety education and safety de- 
vices, the accidents have been cut to a minimum, 
but loss of time and efficiency, due to illness, is 
now their big problem and they are looking to 
the medical profession for help. They are not 
only supporting every move we make along this 
line, but are offering suggestions and creating op- 
portunities for us to step in after they have pre- 
pared the field. 
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Furthermore, luncheon clubs, parent-teachers 
associations, churches, Y. M. C. A.s and Y. W. 
C. A.s, through their different fields of activity, 
of which “Health Week” is one well known ex- 
ample, are constantly clamoring for health talks. 

Recognizing this demand, the medical profes- 
sion owes it to the public and to themselves as 
well, to supply this information in order that peo- 
ple may profit by what scientific medicine has to 
offer. No company or corporation, having goods 
of merit, has ever suffered by having the public 
well acquainted with its products, but on the con- 
trary has profited thereby, and the same applies 
to medical services. 

While there is a great deal of interest in health 
education, this can be still further increased by 
proper propaganda. The pediatricians have 
proven this fact through their feeding clinics, 
talks before mothers’ clubs and written articles 
distributed through private and even govern- 
mental agencies. Twenty years ago pediatrics 
was practically unheard of as a specialty, while 
today even the most humble mother insists that 
the growth of her child be supervised by a baby 
specialist. 

We point with pride to the increase in the span 
of life during the last few years, but we often 
forget that practically all of this advance has 
been during the first year of life. When we, as 
a profession, have educated people to use our 
services in supervising their health through ail 
the periods of life as well as during childhood, 
it seems impossible even to venture an estimate 
of the further increase in the span of life. 

The St. Louis County Medical Society estab- 
lished a committee on public relations three years 
ago and the acceptance of its activities, by the 
public, has been most gratifying. While its pol- 
icy has been passive, in supplying a demand 
rather than trying to force a definite program on 
the public, neither it nor its individual members 
have missed an opportunity to make known that 
they are at all times willing and ready to supply 
medical information whether it be in the form 
of a talk or by a written article. A speakers’ bu- 
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reau was first established and a card index sys- 
tem was set up, carrying names, addresses, tele- 
phone numbers of speakers, types of meetings 
they preferred to talk to and the subjects they 
were interested in. A record of the talks given 
has been kept on each man’s card for the sake 
of future reference. The committee has in no 
way discouraged any speaker talking on his own 
initiative apart from the agency of the speakers’ 
bureau, but on the other hand has rather encour- 
aged it as long as the talks were delivered unself- 
ishly and in the interest of health and the pro- 
fession. It has been interesting to note that there 
has never been any expression of suspicion that 
any member of the medical society was seeking 
too much publicity through public expressions 
since the establishment of this bureau, while be- 
fore its organization such statements were fre- 
quently suggested. 


A class in public speaking, limited to doctors, 
was organized and given by the University Ex- 
tension Division. This covered a period of one 
semester and the nature of the instruction was 
especially planned to prepare those taking the 
course to give short talks. The didactic phase 
was made to cover as little of the time as possi- 
ble and more time was devoted to the actual ex- 
perience of giving talks before the class. Ap- 
proximately twenty per cent of the profession in 
the city registered for the course. 


Short résumés of scientific papers presented 
before the society have been prepared for the 
daily papers, stressing those parts which would 
be of special interest to the public. While this 
brought the names of the authors of these papers 
into print, we felt that any publicity they might 
get in this manner acted as a reward for their 
efforts in preparing and presenting these papers 
and the same privilege has been open to any 
member willing to work. 


One of the daily papers publishes a babies’ sec- 
tion annually through the help of the society. 
The motive prompting this issue is the selling of 
advertising space to merchants selling infant sup- 
plies, but in order to do so it must have articles 
on babies’ health, which are supplied by the pe- 
diatricians. This affords an opportunity to stress 
the value of inoculation and vaccination and 
many other things, which makes the issue of mu- 
tual benefit to all concerned. 


Parent-teacher associations of the different 
public and parochial schools of the city have been 
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the most consistent bidders for health talks, the 
calls coming constantly throughout the entire 
school year. The subjects for these talks have 
been selected with the idea of giving the mothers 
health suggestions, which are most appropriate 
for the ages taught in each particular school. 
When the parents represent children of the lower 
grades, toxin-antitoxin, vaccinations and inocu- 
lations are discussed in keeping with the program 
outlined for the year by the Public Relations 
Committee of the Minnesota State Medical As- 
sociation. If the audience represents children of 
high school or junior high school age, goiter and 
tuberculosis are the subjects most often chosen. 


Another consistent avenue for our propagan- 
da, which is open throughout the entire year, is 
the service or luncheon clubs. The approach is 
usually made through members who belong to 
the profession. The program committees of these 
clubs are constantly on the lookout for speakers 
and are very easy to approach. The speaker 
usually talks on some phase of medicine that he 
is interested in, although at times such subjects 
as the cost of medical care and periodical health 
examinations have been used. 


At times the demand has become so great that 
the duties of the committee are rather burden- 


some. This is especially true when some or- 
ganization puts on a “Health Week” program and 
stresses some certain phase of health. For- 
tunately, in these cases the talks are all on the 
same subject and prepared material is usually 
available for the speakers. On one such occa- 
sion, we were called upon to supply sixty speak- 
ers in one week. The formality of asking our 
members to supply this request was done away 
with and they were simply drafted and given as- 
signments. As a tribute to the loyalty of the pro- 
fession in Duluth, it is only fair to state that the 
response was one hundred per cent. 

The most successful event of our activities was 
a program sponsored by the Industrial Commit- 
tee of the Duluth Chamber of Commerce when 
they gave us one of the five evening meetings 
sponsored by the committee for the year. The 
audience consisted of superintendents and fore- 
men from ninety different companies of Duluth 
and surrounding territory. These men, being su- 
perintendents and foremen, were naturally the 
more alert and intelligent workmen, whose duty 
was to bring the message back home to the men 
working under them, which naturally called for 
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very close attention on their part. Those who 
came from out of the city were given a day’s 
wage, transportation and expenses by their em- 
ployers. They were assembled in seven different 
sections, classed according to their special work, 
and each section was given a forty-five minute 
talk by members of our local society. The sub- 
jects of these talks were chosen with the idea of 
stressing health hazards most common to the men 
in the different trades, as, for instance, neglect of 
common colds being the subject of the talk for 
the dock and elevator section. Following these 
sectional meetings, the whole audience was as- 
sembled in a hall and was given a forty-five 
minute talk on “Personal Health and Efficiency” 
by Dr. W. A. O’Brien of the University of Min- 
nesota. The registration showed an attendance 
of 960 at this meeting, and these men received 
the message directly, while thousands received it 
indirectly through their superiors at their places 
of work, not to mention the families of these 
men. We have already been requested to supply 
speakers for similar meetings next winter. 
While we cannot lay claim to anything origi- 
nal in our program, we have definitely demon- 
strated that there is a demand for information on 
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health and that the public is anxious to get it 
direct from the medical profession. Doctors 
have been criticized, and justly so, for being too 
“close-mouthed.” This has left an opening for 
irregulars and cults, who have not hesitated in 
handing out their particular brand of wise coun- 
sel. In not one single instance has it come to our 
attention that a cultist or irregular has had an 
opportunity to speak before an audience in Du- 
luth during the last three years, unless he has 
rented a hall and advertised for listeners. 

In view of our experience it seems to us that 
it would be profitable for every county society, 
whether large or small, to have an active com- 
mittee on public relations, who will stand ready 
to supply the public demand and supervise the 
types and nature of information given out. Their 
experience may be entirely different from ours, 
depending upon the community and local condi- 
tions. Avenues may develop that do not exist 
here or that we have not recognized, but we are 
sure that just as soon as the public finds out that 
the local medical profession has raised the self 
imposed censorship on their own free advertis- 
ing, they will invite them to broadcast the merits 


of their goods and thank them for doing so. 





EFFECT OF METHANOL 
HEALTH 


Surgeon General H. S. Cumming of the United States 
Public Health Service, when asked regarding the state- 
ment issued December 6 by the Bureau of Mines on 
the effect of methanol anti-freeze on health, stated that 
the Public Health Service had kept in touch with the 
observations being made by the Bureau of Mines on the 
subject, and that he felt there was need for the imme- 
diate release of information which would protect the 
general public. It appeared from the study so far that 
there was much more danger from exhaust gas (car- 
bon-monoxide) than could possibly come from meth- 
anol when used strictly as an anti-freeze liquid in au- 
tomobiles. 


ANTI-FREEZE ON 


The greatest danger is that some one might drink 
methanol, especially in view of its being used in place 


of ordinary denatured alcohol as an anti-freeze, and in 
view of its other name, methyl alcohol. Methanol 
when taken internally is more certainly poisonous and 
more highly fatal than any denatured alcohol. Ac- 
cording to press accounts, such poisoning has recently 
occurred in Pennsylvania. 

Another danger is in the use of methanol in shellacs 
which might be applied over considerable surfaces with- 
out adequate ventilation. The presence of the coloring 
matter, as recommended by the Bureau of Mines, and 
the addition of 23 per cent water as at present dis- 
pensed, guard anti-freeze methanol against such dan- 
gerous use. 

A complete study is advisable as to how. far metha- 
nol can be used by the general public as an anti-freeze 
only, and that the precautions advised by the Bureau 
of Mines be strictly observed—Health News, U. S. 
Public Health Service. 





WOUNDS OF THE THORAX* 


Ben F. Davis, M.D. 
Duluth, Minnesota 


SHALL confine myself principally to a dis- 

cussion of penetrating wounds and under this 
head shall discuss wounds of the heart, pericar- 
dium, pleura, and lungs. 


HEART AND PERICARDIUM 


The heart has been injured by a great variety 
of objects; while the majority of such objects 
have entered the heart through the chest wall, 
wounds of the heart have been produced by ob- 
jects penetrating from the esophagus, from the 
bronchi and from the blood stream. The major- 
ity of wounds are produced by projectiles, most 
commonly bullets, although a high percentage 
are produced by sharp objects; knives, needles 
and pieces of glass head the list. 

It is estimated that patients with wounds of 
the heart have one chance in ten of spontaneous 
recovery. Wounds of the right ventricle are 
more serious than those of the left and wounds 
of the auricles are more serious than those of 
the right ventricle. Wounds of the thin-walled 
auricles do not tend to close. From the left ven- 
tricle the blood usually comes in spurts; from 
the right ventricle and the auricles, in a steady 
stream. Wounds of the bundle of His are often 
immediately fatal and wounds of the coronary 
arteries, proximal to the bifurcation, are fatal 
and ligation above that point is fatal. Wounds 
of the heart heal by the formation of scar tissue, 
not by regeneration of muscle, so that aneurysms 
in such scars, and spontaneous rupture following 
strain, frequently occur. , 

It is estimated that in civil practice at least 60 
per cent of all wounds of the heart, not imme- 
diately fatal, should be amenable to surgical 
treatment; that approximately 50 per cent of 
the patients operated on should recover; that the 
mortality is about 5 per cent higher for stab 
wounds than for gunshot wounds and that about 
2 per cent of the deaths are due to pulmonary 
embolism. 

Common causes of death in the operated cases 
are: sudden stoppage of the heart during the op- 


*Presented before the annual meeting of the Minnesota State 
Medical Association, Duluth, July 14, 1930. 


eration; infection, which is fairly common, only 
about 25 per cent of the patients that survive op- 
eration being free from infection; and rupture 
of the scar. 

Patients with a wound of the heart usually 
present an external wound in the precordial area 
from which blood may or may not be escaping; 
the pulse is rapid, the blood-pressure is low and 
tends to fall lower, there is marked precordial 
distress and dyspnea and the patient may be ex- 
tremely restless, sometimes tossing about in the 
wildest manner. In such instances, the pericar- 
dium will be full of blood and, if relief is not 
rapidly given, death will result from pressure on 
the auricles. It has been shown that when the 
pressure in the pericardium equals the venous 
pressure, the heart stops. The average amount 


of blood in the pericardium in such cases is about 


250 grams, although larger amounts up to 500 
grams have been described. In other cases the 
precordial distress is not a prominent symptom, 
but signs of hemothorax or hemopneumothorax 
are found. In such instances the pleura has also 
been opened and the blood escapes from the peri- 
cardium into the pleural cavity. X-ray examina- 
tion may be of value if it is quickly available, by 
showing the rounding out of the pericardial 
shadow and, in cases of associated wounds of 
the pleura, showing the changes incident thereto. 
Most of these cases, however, are urgent and no 
time should be lost if the radiologist is not at 
hand. Practically all wounds of the heart should 
be operated on as soon as the diagnosis is made. 

There has been some question with regard to 
the removal of a foreign body which may be pro- 
jecting from the wound in the thorax. Needles 
thus projecting should be removed at once as 
they are very apt to be drawn into the tissues, to 
change their location and to be very difficult to 
find. It is problematic whether to allow other 
objects to remain in situ until all preparations for 
operation have been made. Possibly the chances 
of wound infection would be decreased if such 
objects were removed at once and further dam- 
age to tissues by the foreign body would be pre- 
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vented. On the other hand, it is conceivable that 
hemorrhage might be greatly increased and, be- 
cause this is the great danger early in these cases, 
we hesitate to do anything that may augment this 
risk. 


TECHNIC 


Most operations for wounds of the heart may 
be done under local anesthesia. At times, how- 
ever, the restlessness of the patient is uncontrol- 
lable and in such cases Lockwood? recommends 
“mass ether.” In less than one minute the pa- 
tient is completely relaxed and the operation may 
be proceeded with. 

A great variety of incisions have been sug- 
gested. Those of Ollier, Kocher and Mintz, in- 
volving, respectively, an incision to, with removal 
of, the fifth, sixth or seventh left costal cartilage, 
are frequently chosen. Better approach is af- 
forded by one of the flap operations, with a hinge 
to the right or left, as preferred by the operator. 
All of these operations involve the turning up of 
a flap of the entire thickness of the chest wall, 
usually including the fourth and fifth costal car- 
tilages, with or without a portion of the corre- 
sponding ribs, and, occasionally, a section of the 
sternum. In other instances, particularly those 
in which hemothorax exists and it is thought 
advisable to explore the pleural cavity, the modi- 
fied Spangaro incision gives excellent exposure. 
By this incision the fourth and fifth costal carti- 
lages are cut close to the sternum, the thoracic 
wall is incised in the fifth interspace and the 
fourth and fifth ribs are widely separated by 
means of a retractor. This incision gives a good 
view of the left and right ventricles, the peri- 
cardium, and the left pleural cavity. In cases in 
which a rapid exposure of the heart is not essen- 
tial, the so-called median-thoraco-abdominal peri- 
cardiotomy operation of Duval and Barnsby has 
been recommended. Briefly, this operation con- 
sists in transverse section of the sternum below 
the angle of Ludwig, longitudinal slitting of the 
sternum from this point downward carrying the 
incision two or three inches below the xiphoid 
into the linea alba. With the pericardium opened 
and the incision carried inferior to the heart for 
a short distance through the pericardium and dia- 
phragm, practically the entire heart may be ex- 
posed. 

When the pericardium is reached, through any 
of these incisions, it may be split widely and the 
heart becomes available for examination. In 
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the great majority of instances, the wound of the 
heart will be found on the anterior surface and 
immediately two problems arise: (1) the imme- 
diate control of hemorrhage; and (2) the con- 
trol of the excursions of the heart to permit the 
introduction of sutures. Hemorrhage may best 
be controlled by placing the finger over the 
wound and into it if necessary. The matter of 
steadying the heart for the introduction of the 
sutures may be quite difficult. It has been rec- 
ommended that the hand be passed posterior to 
the heart and that the organ be partially dislo- 
cated from the pericardium. This procedure is 
strongly objected to by recent operators, who feel 
it is likely to cause permanent arrest of the heart. 
Lockwood? strongly advises the use of the Beck 
method, according to which a stay-suture is 
passed through the apex and is held by the thumb 
and middle fingers of the left hand while the in- 
dex finger plugs the opening in the ventricle. In- 
terrupted sutures of No. 0 chromic catgut or 
black silk, carried on fine, non-cutting needles, 
are then placed in sufficient numbers to control 
the bleeding and close the wound. The sutures 
should not enter the cavity of the heart. 


It was pointed out long ago that the pericar- 
dium and heart do not stand handling as do the 
pleura and peritoneum. Therefore, sponging 
with gauze is contraindicated and pads of ab- 
sorbent cotton, wrung out in warm water, are 
probably better. An aspirator attached to a suc- 
tion pump may be used to remove material from 
the pericardium. Irrigation by any sort of solu- 
tion produces a serous effusion, with subsequent 
adhesions, and should be avoided. One curious 
fact appears, namely, that blood retained within 
the pericardium seems to be absorbed without the 
production of adhesions. Drainage should not 
be employed provided hemorrhage has been com- 
pletely controlled and excepting in late cases with 
retained, infected missiles and infection already 
established. Lockwood? advises carrying a 
double silk suture from the dependent portion of 
the incision in the pericardium to the surface to 
act as a guide for the passing of a curved forceps 
into the pericardium. If such a procedure is not 
required by the eighth or ninth day, one end of 
the suture is cut short and the remnant pulled 
through. If drainage is required, a Penrose 
drain placed dependently is best. Suture of the 
edges of the pericardium to the surface for open 
drainage is advisable in well established infection. 











WOUNDS OF THE THORAX—DAVIS 


If the pleura has been opened during the op- 
eration, it should be hermetically sealed. 

Lockwood? tabulates the dangers and compli- 
cations of cardiorraphy for wounds of the heart 
as follows: 

Sudden arrest of the heart. 
. Jagged, irregular wounds that cannot be ap- 
proximated. 

Tearing of the wound while being sutured. 

Hemorrhage that in a certain percentage of 
cases can hardly be checked. 

Infection. 

As late post-operative complications he adds: 

Adhesions to the pericardium. 

Dilatation of the heart. 

Dilatation of the heart and adhesions to the 
pericardium. — 

Extrasystoles. 

An irritable type of heart with recurring tachy- 
cardia. 


Fortunately, late post-operative complications 
are uncommon. 


LUNGS AND PLEURA 


As contrasted to patients with wounds of the 
heart, most patients with wounds of the lungs 


and pleura survive long enough to reach the hos- 
pital. 

The common causes of wounds are: (1) frac- 
tured ribs with tearing of the pleura, intercostal 
vessels or lung by the sharp ends of the rib; 
(2) penetration by sharp objects; and (3) mis- 
siles. The parietal pleura alone may be wounded 
or the wound may include the intercostal vessels 
and the lung. Not uncommonly, wounds in the 
lower part of the thorax traverse the diaphragm 
and produce intra-abdominal injury. 

The signs and symptoms of a wound of the 
chest may be: (1) slight or no external bleed- 
ing, with moderate shock and signs of pneumo- 
thorax or hemopneumothorax; (2). external 
wound with or without external bleeding but 
with rapidly developing dyspnea, shock, rising 
dullness in the chest 4nd displacement of the 
mediastinum; (3) sometimes, with or without 
cough and spitting of blood, one may see the so- 
called sucking chest, in which air and blood pass 
in and out of the wound with the respiratory ef- 
forts; and (4), occasionally one may find a pa- 
tient with increased distension of the affected site 
with alarming dyspnea, shock and displacement 
of the mediastinum to the opposite side without 
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dullness, the x-ray showing a collapsed lung. 
With these symptoms there may be signs of peri- 
tonitis. 

The treatment of wounds of the chest will be 
guided by the symptoms. It is to be remembered 
that a wound of the chest causes death by hem- 
orrhage, by asphyxia and by infection, to which 
may be added syncope, probably due to mediasti- 
nal distortion, especially in wounds of the left 
side. These general points govern the indica- 
tions for treatment. The difficulties and dangers 
associated with exploration of the chest and the 
difficulties of locating the site of internal injury 
make it advisable that, in general, the treatment 
should be expectant. 


Excluding certain conditions which will be dis- 
cussed shortly, in dealing with any wound of the 
chest, irrespective of the agent producing it, the 
general practice ought to be, to make no explo- 
ration; to disinfect the parietal wound and close 
it immediately; to keep the patient absolutely 
quiet and under strict observation; and to wait. 
To these measures we may add, external heat, 
hypodermoclysis, blood transfusion and morphine 
as indicated. Absolute quiet is the first requisite 
for the expectant treatment of thoracic wounds 
and any departure from this rule is fraught with 
danger. 


Active interference is demanded by: (1) 
marked hemorrhage, with or without spitting of 
blood; (2) injury to the diaphragm or signs of 
peritonitis; (3) increasing distention of the 
chest with collapsed lung; (4) infection; (5) 
spreading emphysema. 

3risk external hemorrhage is likely to arise 
from a wounded intercostal artery. This is best 
controlled by enlargement of the wound, expo- 
sure and subperiosteal removal of the section of 
rib immediately above the wound to reveal the 
wounded vessel and to permit ligation of it by 
two ligatures, one on each side of the site of 
bleeding. Profuse hemorrhage may come from 
a wound of the lung and may or may not be 
associated with spitting of blood. Such hemor- 
rhage demands that the pleura be widely opened 
and a direct attack be made on the wound in the 
lung. For this purpose one may lay back a large 
osteoplastic flap or, better perhaps, make a long 
intercostal incision and enlarge the opening with 
a rib spreader, bring the lung to the surface and 
suture all bleeding points, of which there are fre- 
quently more than one. 
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If, on exploring a wound of the thorax, it is 
found that the diaphragm has been penetrated, 
the opening in the latter should be enlarged suf- 
ficiently to permit of finger exploration of the 
sub-diaphragmatic area, and any lesions thus 
found may be repaired by the same route. Symp- 
toms of peritonitis, namely, abdominal pain and 
rigidity, appearing quickly after the receipt of a 
thoracic wound are probably more safely met by 
laparotomy. 

Cases of pressure pneumothorax are more fre- 
quently spontaneous in origin than traumatic. 
Nevertheless traumatic cases are encountered. 
This demands release of the air pressure within 
the pleura. This may be obtained by slipping a 
catheter through a cannula between the ribs and 
attaching it to a siphon bottle or in one of several 
other ways which are well standardized. 

Infection demands adequate drainage. My 
preference is for rib resection, evacuation of in- 
fected blood clots and exudate, and the introduc- 
tion of one or more moderate-sized rubber tubes. 

Spreading emphysema means that air is being 
pumped into the tissues at the site of a wound. 
This condition usually is due to the lung being 


caught and punctured by the broken rib and held 
in the wound so that air escaping from the lung 


is forced along the opened tissue planes. The 


MINNESOTA MEDICINE 


[February, 1931] 


condition may develop in cases in which air en- 
ters the chest through the wound on inspiration 
but escapes with difficulty on expiration and is 
deflected into and along tissue planes. Emphy- 
sema may spread between pleura and ribs to the 
mediastinum and there cause serious trouble, or 
may travel over the body subcutaneously to in- 
volve the organs of the neck and endanger life 
by asphyxia. The remedy is to be found in op- 
eration on the wound in the chest. 

As in surgery of the heart and pericardium, so 
with the lung and pleura—a great deal can be 
accomplished under local infiltration and nerve- 
block anesthesia. Ethylene anesthesia is quite 
satisfactory for chest work for the surgeon who 
does not wish to use local anesthesia. According 
to Koster and Kasman* of Brooklyn spinal an- 
esthesia is entirely practicable for thoracic work 
and may soon prove to be the anesthetic of 
choice. 
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ALBUTESTA, A PROPRIETARY REAGENT 


The A. M. A. Chemical Laboratory reports that Albu- 
testa is a coined name for a chemical reagent to detect 
albumin in urine. The makers of this product, Menley 
and James of London, England, and also of New York, 
have been noted in the past for unscientific proprieta- 
ries. One of these is “Iodex,” for which the firm has 
claimed that it contained 5 per cent of free iodin, 
although the A. M. A. Chemical Laboratory showed, 
first, that the product did not contain iodin in the free 
form but in the combined form, and, secondly, that 
there was less than five per cent of total iodin present. 
The Laboratory later analyzed the companion pro- 
prietary “Liquid Iodex,” which was claimed to be a 


non-irritant preparation of iodin and to contain “free 
iodine,” and found it to contain only about 0.16 per 
cent free iodin and about three-fifths of the total iodin 
claimed. The Laboratory found “Albutesta” to be noth- 
ing more than a solution of sulphosalicylic acid, a sub- 
stance well known as a clinical reagent for albumin. 
The Laboratory points out that while “Albutesta” sells 
for one dollar, the cost of the ingredients of one ounce 
of such a solution is about five cents. Since the iden- 
tity of “Albutesta” is not declared by Manley and 
James, the Laboratory reminds us that it is almost 
axiomatic that an analyst must know the composition 
or definite attributes of reagents he is using if he 
expects to be at all scientific. (Jour. A. M. A., Novem- 
ber 1, 1930, p. 1347.) 





HEAD INJURIES* 


WINCHELL McK. Craic, M.D. 
Rochester, Minnesota 


EAD injuries are so variable in severity and 

effect that only a general, and not a definite, 
plan of procedure can be outlined for the pur- 
pose of diagnosis and treatment. The immediate 
results of such injuries, although of utmost im- 
portance, should not eclipse the consideration of 
delayed or latent symptoms, which may subse- 
quently become apparent. Certain physiologic 
and pathologic observations, contributed by neu- 
rosurgeons, have been of definite assistance in 
the improved treatment of patients with head 
injuries. 

At one time, head injuries usually were consid- 
ered to be severe only if a demonstrable fracture 
of the skull was present. If a fracture was 
found, treatment varied with its type and gen- 
erally consisted of rest, supportive measures, and 
decompression. This conception of severity of 
injury was adopted inasmuch as it was thought 
that the skull, with its rigid structure, acted as a 
protection to the intracranial contents, and that 
only a break in the continuity of its walls per- 
mitted injury to the underlying brain. But head 
injuries, with no demonstrable fracture of the 
skull, produced unconsciousness, aphasia, hemi- 
plegia, altered blood pressure and pulse, and even 
death. Postmortem examination revealed defi- 
nite injury to the brain, associated with hemor- 
rhage, both gross and microscopic, not only in 
the region of the injury, but also in remote 
regions. 

In the search for an explanation of these ob- 
servations, it was found that the skull was flex- 
ible and elastic to a considerable extent and that 
it yielded, locally or generally, corresponding to 
the amount of trauma and the manner in which 
it was received. Suchedistortion of the intra- 
cranial cavity adequately explained the injury to 
its content, and in the absence of demonstrable 
fracture it was assumed that the flexibility of 
the skull prevented a definite break. Conse- 
quently, the significance of fracture of the skull 
in determining the severity of head injuries be- 


*From the Section on Neurologic Surgery, The Mayo Clinic. 
Rochester, Minn. Read before the Minnesota State Medica 
Association, Duluth, July 14 to 16, 1930. 
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came modified, and although the presence of a 
fracture may be considered an index to the vio- 
lence to which the brain has been subjected, the 
absence of fracture is not evidence that the skull 
has not been seriously distorted or the brain in- 
jured. Any consideration of head injuries 
should assume that the injury to the brain and 
its non-bony coverings is of primary significance, 
although determination of the presence or ab- 
sence of a fracture is of interest from a medico- 
legal standpoint, and extensive linear fractures, 
particularly of the base of the skull, indicate the 
seriousness of the situation. 


For convenience, acute head injuries are usual- 
ly clinically divided into three general groups. 
The first group contains those cases which are 
relatively mild, in which alarming symptoms do 
not develop, and in which recovery takes place 


under expectant treatment. The second group 
contains the largest and most interesting group 
of cases. It is considered the most important 
clinically because it contains the borderline 
cases, in which the reaction is latent and symp- 
toms develop while the patients are under obser- 
vation. The third group comprises those cases 
in which the injury is so severe that the situation 
appears hopeless from the beginning and death 
rapidly occurs, in spite of treatment. 

In view of the fact that often it is only under 
careful observation that distinction can be made 
of cases of these three groups, it is imperative 
that treatment and observation be closely corre- 
lated, and that in all cases, mild or severe, ex- 
pectant treatment be given. This seems more 
important when it is realized that the majority 
of the patients with head injuries of the more 
serious type suffer from shock which at times 
masks the underlying injury to the brain. Con- 
sequently, in order to determine the extent of 
the injury, the patient should be put to bed under 
close surveillance as soon as possible after the 
accident, and treated for shock if necessary. 

The repair of minor cuts and lacerations can 
be done during the treatment for shock, but anv 
attempt to repair compound fractures and lacera- 
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tions should be postponed until the general con- 
dition of the patient has improved. The pulse, 
blood pressure, and respiration should be taken 
and recorded at least every fifteen minutes. 
After the patient has sufficiently recovered from 
shock, then any radical surgical procedures can 
be performed, and more detailed examinations, 
including roentgenologic, can be made. 

When lacerations of the scalp and compound 
fractures of the skull have occurred, the area 
involved should be carefully shaved, the ragged 
edges of the scalp should be trimmed, and the 
wound should be swabbed out with tincture of 
iodine, or a similar antiseptic preparation. After 
removal of any foreign material and contami- 
nated fragments of bone from the wound, iodine 
should be applied to the dura and cortex, and 
capillary bleeding should be controlled. Follow- 
ing this, the skin should be loosely closed with 
sutures of silk or silkworm gut. 

Increased intracranial pressure, after trauma, 
usually begins a few hours after the period of 
shock is over and forms a serious complica- 
tion in head injuries. For this reason, treatment 
should be directed toward its relief, and in view 
of the fact that increased intracranial pressure 
may be caused by either cerebral edema, or in- 
tracranial hemorrhage, conservative methods of 
treatment are advisable until there are definite 
indications for operation. Edema is a physio- 
logic reaction on the part of any traumatized tis- 
sue of the body, and since the skull acts as a cap- 
sule of constant volume, preventing expansion of 
the brain when traumatized, two conservative 
methods of treatment can be used for the relief 
of subsequent intracranial tension. The first 
consists in the drainage of the cerebrospinal fluid 
from the subarachnoid space, by spinal puncture, 
which relieves the pressure within the cerebral 
ventricles. Formerly, this was thought to be a 
rather dangerous procedure because it tended to 
increase intracranial hemorrhage, if present, but 
following the observations of Bagley, who dem- 
onstrated the irritative action of blood on the 
meninges, any danger associated with drainage 
has been seen to be less than its beneficial ef- 
fects. Spinal drainage should be repeated when 
it is followed by improvement and when, in the 
course of a single puncture, the fluid becomes 
clear after first being hemorrhagic. 

The second conservative measure consists of 
intravenous administration of hypertonic fluids, 
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which aids in lowering the intracranial pressure. 
Fay not only advised intravenous injection of 50 
c.c. of solution of glucose, 50 per cent, but also 
suggested that the intake of fluid be restricted to 
26 ounces (800 c.c.) in twenty-four hours. If 
rapid pulse indicates that more fluids are neces- 
sary, glucose, 20 per cent, in physiologic solution 
of sodium chloride, can be given intravenously 
in amounts up to 500 c.c., and oral intake of 
fluid can be increased. Administration of mag- 
nesium sulphate further aids toward cerebral de- 
hydration and reduction of intracranial pressure, 
and, when the patient is conscious, should be 
given by mouth in doses of 114 ounces (45 gm.). 
When the patient is unconscious, administration 
should be by rectum in doses of 3 ounces (99 
gm.) in 4 fluid ounces (120 c.c.) of water. 

If the patient continues to exhibit symptoms 
of increased intracranial pressure, such as stu- 
por, slow pulse, and elevated blood pressure, 
then decompression may be considered. If lo- 
calizing signs cannot be elicited by careful neu- 
rologic examination, right subtemporal decom- 
pression may be done. Linear fractures, with- 
out accompanying paralysis, rarely require explo- 
ration. However, extensive depressions in the 
skull should be elevated, and the fragments 
should be retained and held in place by the scalp, 
in the absence of external lacerations. Plastic 
operations to relieve depressions of the skull in 
the presence of infected wounds should be post- 
poned until all evidence of infection has disap- 
peared. Antitetanic serum should be adminis- 
tered when lacerations have occurred. 

Middle meningeal hemorrhage may not become 
evident until apparent recovery from acute head 
injuries has taken place, and it may follow even 
mild trauma. Consequently, careful observation 
and repeated neurologic examinations are imper- 
ative in all suspected cases. Slowly developing 
intracranial pressure, accompanied by hemiplegia, 
jacksonian attacks, changes in reflexes, or similar 
localizing symptoms, usually indicate the pres- 
ence of hemorrhage. Besides other localizing 
manifestations, Jefferson has called attention to 
bilateral rigidity as a diagnostic sign in the pres- 
ence of middle meningeal hemorrhage. Follow- 
ing the development of localized compression 
and the diagnosis of intracranial hemorrhage, op- - 
eration.should be performed to arrest the bleed- 
ing and to remove the associated blood clot. 


In the treatment of acute head injuries, it is 
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necessary to consider the fact that in some cases 
of relatively mild injuries unpleasant sequelz de- 
velop at a later period. These consist of inter- 
mittent headaches, irritability, loss of concen- 
tration, of memory, of judgment, of ambition, 
and even convulsive disorders. Repeated neu- 
rologic examinations often fail to reveal any evi- 
dence of altered function, and a diagnosis may 
be made of posttraumatic neurosis, hysteria, 
neurasthenia, and even of malingering. 

Following the introduction of air into the sub- 
arachnoid space and ventricles by Dandy, it has 
been possible to study such cases by means of 
ventriculography and encephalography. Roent- 
genograms of the head give evidence that some 
of these patients have a definite pathologic le- 
sion, consisting of atrophy of the brain, involv- 
ing chiefly the frontal and parietal lobes. This has 
come to be regarded as atrophy due to pressure 
which, in turn, is caused by a disturbance in the 
mechanism by which cerebrospinal fluid is elim- 
inated. Normally, physiologic balance exists be- 
tween the secreting mechanism of the cerebro- 
spinal fluid, or the choroid plexus, and the elim- 
inating mechanism, or the subarachnoid villi and 
pacchionian bodies. The meningeal irritation re- 
sulting from blood in the cerebrospinal fluid fol- 
lowing trauma has been referred to. Bagley 
carried out experiments and made clinical ob- 
servations which proved that the irritative effects 
have a tendency to disturb this balance by inter- 
fering with elimination of cerebrospinal fluid. 
As a result, it is believed that, following head 
injuries, there occurs an accumulation of fluid 
over the cortex, with subsequent atrophy of the 
brain. Owing to this fact, it is possible to dem- 
onstrate, by means of encephalography, any 
atrophy of the brain associated with the so-called 
posttraumatic syndrome. Penfield has advocated 
the use of insufflation of air as a therapeutic 
measure in cases of chronic head injury, and 
some of the posttraumatic headaches have been 
relieved by this method. At the time of the in- 
suffation, Penfield has roentgenograms made, 
and on the basis of what they reveal he gives 
tentative prognosis and gains ideas which can 
be employed in future treatment. 


There is a relatively small group of patients 
with head injuries in whom latent symptoms de- 
velop after an interval of weeks, and sometimes 
of months, and the injury may be so insignificant 
that it is omitted from the history. The usual 
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clinical picture consists of a slowly developing 
rise in intracranial pressure, with few, if any, 
localizing signs. These patients may go on to 
coma and death. The underlying cause is the 
formation of a chronic subdural hematoma or 
organizing hemorrhage beneath the dura. A 
correct diagnosis is difficult and ventriculography 
or exploratory craniotomy is sometimes neces- 
sary to reveal the nature of the lesion. The re- 
moval of the hematoma results in prompt recov- 
ery, and for this reason in every case of head 
injury in which late symptoms of increased in- 
tracranial pressure develop, hematoma should be 
considered. 

In the treatment of old head injuries, it is 
often necessary to decide whether plastic opera- 
tion should be carried out. This is especially 
true when depressed fractures have occurred or 
when defects in the skull exist as a result of a 
previous operation. The use of encephalography 
may demonstrate associated atrophy of the brain, 
in which case the symptoms will not be relieved 
by repair of the defect or by elevation of the 
depressed bone. Even in the absence of atrophy 
of the brain, a small defect within the hairline, 
which has not produced symptoms, should prob- 
ably be left alone. Larger defects in the skull 
usually are repaired by means of either the 
Koenig-Miller osteogenic flap, consisting of the 
periosteum and the outer table of an adjacent 
area of bone or implanatation of a celloidin plate. 
Either of these procedures is more satisfactory 
than the insertion of a silver plate. Deformity 
of the frontal bone is usually repaired by trans- 
plantation of a portion of a rib. In chronic cases, 
when operation offers little, if any, relief, patients 
should be advised regarding a change in environ- 
ment and occupation ; they should be encouraged 
to occupy their time in light work and gradually 
to increase their activities. Sedatives can be 
given when necessary and the intake of fluid re- 
stricted. With proper adjustment and encour- 
agement, such patients often improve and ulti- 
mately recover. 


SUMMARY 


Head injuries respond to treatment in propor- 
tion to the injury to the brain. 

Fracture of the skull, although indicative of 
the severity of the injury in some cases, does not 
always occur even in the more severe types of 
head injury, due to the flexibility of the bones 
of the skull. 
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Radical surgical treatment should be delayed 
until the patient has recovered from shock, al- 
though minor lacerations can be cared for while 
shock is being treated. 

Spinal drainage should be effected to relieve 
increased intracranial pressure and to remove 
hemorrhagic spinal fluid which may irritate the 
meninges and contribute to the posttraumatic 
sequelz. 

Dehydration by means of intravenous hyper- 
tonic solution, oral and rectal administration of 
magnesium sulphate, and restriction of intake of 
fluid, controls the increase of intracranial pres- 
sure, may obviate the necessity for surgical inter- 
vention, and tends to prevent the development of 
latent symptoms. 

Encephalography is of value not only in diag- 
nosing the presence of organic changes in the 
brain, but the insufflation of air that the proce- 
dure entails tends to relieve posttraumatic head- 
ache. 
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Surgical repair of old injuries to thé skull 
should be done only in the absence of any organic 
change in the brain, and the operations of choice 
are the Koenig-Miller graft, insertion of a 
celloidin plate, or transplantation of a portion 
of a rib. 
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NEW NAMES FOR OLD UNACCEPTABLE 


PROPRIETARY PRODUCTS 


The Southwest Medical Supply Company sends out 
advertising for “Onolin,” “Aritine,’” “Amazine” and 
“Lesol.” Those who read a recent discussion, “The 
Horovitz Proteins and Lipoids Again,” will recognize 
in the products named the ill concealed names of Gono- 
lin, Arthritine, Asthmazine and Luesol. Here is a 
group of the various names under which the Horovitz 
proteins and lipoids are marketed by various firms. The 
advertising circulars that are sent for one group are 
the same (except for the name of the product) as those 
sent for the other group, the genealogy of which has 
been traced from the original Horovitz mixtures, 
through the Merrell Proteogens, to the present prod- 
ucts of the Lipoidal Laboratories, Inc. The advertis- 
ing for each is a farrago of pseudoscience. (Jour. 
A. M. A., December 20, 1930, p. 1933.) 


SOMNOFORM 

Yandell Henderson writes that he has recently re- 
ceived from the Stratford-Cookson Co. an advertise- 
ment of “Somnoform,” stated to have the formula: 
chloride of ethyl, 83 per cent; chloride of methyl, 16 
per cent; bromide of ethyl, 1 per cent. Henderson be- 
lieves that if the claim is true that “the record of Som- 
noform for safety is without equal,” the record must 
be regarded as a pure piece of good fortune, for two 
at least of the ingredients have a toxicity which renders 
them unfit for use as anesthetics. In 1919 the Council 
on Pharmacy and Chemistry declared Somnoform in- 
admissible to New and Non-official Remedies because 
in the absence of acceptable evidence showing its ex- 
ceptional safety and value, the claims made for it were 
held to be unwarranted and because the name of the 
mixture is not descriptive of its composition. (Jour. 
A. M. A., November 8, 1930, p. 1445.) 





THE DAVIS TREATMENT OF COMPRESSION FRACTURES 
OF THE SPINE WITH A SUGGESTED METHOD 
IN DISLOCATIONS* 


Epwarp T. Evans, M.D. 
Minneapolis 


HE daily increase in the dangers to which 

our civilian population is exposed has resulted 
in a corresponding increase in traumatic surgery. 
The public is demanding more and more the 
ultimum in the treatment of these injuries, and 
the failure of members of the profession to ac- 
quaint themselves with and to grasp the improve- 
ments in fracture treatment will react to their 
detriment. 

Up to the time of the x-ray, a spinal injury, 
if recognized as neurological, was treated in 
many instances as an almost fatal condition. 
Without neurological signs, it often went un- 
treated with good, bad or indifferent results and 
the situation was clouded by the pessimistic at- 
titude of the profession and layman. 

Within the past ten years conditions have im- 
proved markedly. Rational treatment, often life 
saving in effect, has marked the severe injuries. 
C. C. Coleman of Richmond, Virginia, contrib- 
uted a real advance in the early diagnosis of cord 
block when he advocated Ayres technic of double 
spinal puncture as a routine in the neurological 
cases of fractures and Neffziger summarized the 
indications for radical surgical treatment before 
the Pacific Northwest Medical Association in 
January, 1927. 

But the cases with neurological signs are in 
the minority; 60 to 80 per cent of fractured 
spines are of the compression type. 

Osgood states that 70 to 80 per cent of these 
compression fractures lie between the eleventh 
dorsal and second lumbar vertebra, with the 
region from the fifth cervical to the fourth dor- 
sal following in frequency. The occurrence of 
double lesions must not be overlooked. 

In 1923, Wallace, recognizing the inadequacy 
of flat bed or ambulatory brace treatment, made 
a distinct contribution to the prevention of in- 
creasing deformity, so common after these cases, 


*Delivered in part before the Great Northern Railway Sur- 
geons at Seattle, Washington, July 2, 1929, and in full before 
the Minnesota State Medical Association at Duluth, Minnesota, 
July 14, 1930. 


when he advocated traction upon the hyperex- 
tended frame. 

In 1924, I treated three cases of severe com- 
pression fracture with lamina injury and paral- 
ysis by constant hyperextension of the patient 
over a taut sheet. My notes remark that on the 
fifth day no kyphos was palpable in one of the 
cases and the x-ray reported a diminished impac- 


Fig. 1. Typical result in unreduced cases. 


tion, but I failed to appreciate what had occurred 
and did not fix the patient in hyperextension and 
the end-result was mechanically poor and the 
kyphos recurred, though the paralysis cleared up 
completely. No diminution in kyphos was ap- 
parent in the other two, though my hyperexten- 
sion was quite extreme (Fig. 1). 

In April, 1928, J. E. M. Thomson reported a 
case in which he applied plaster in prone hyper- 
extension on the hammock. His #-ray shows 
improvement. A. Thomas reports the end-results 
in 100 cases treated by hyperextension, accord- 
ing to the Wallace method, with the usual high 
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percentage of disability, and no recorded reduc- 
tions. 

Eikenbarry of Seattle stated that not more than 
5 per cent of his series returned to hard labor 


Normal Relations Restored 


2a Appearance of Fracture 2b by Forceful Hyperextension 


Fig 2. 


Fig. 3. 


without considerable permanent disability. H. I. 
Johnson reports that most of his series ran from 
60 to 70 per cent permanent disability. Cases 
summarized by Dr. Kuth of Duluth, showed a 
lower disability but enough cases of high dis- 
ability in simple compression to make one pause 
and ask if our treatment has been sufficient. 

The compensation angle must be recognized 
as an economic factor in these cases. It is a 
well known fact that the private patient recovers 
quite rapidly from the simple compression frac- 
ture, whereas the industrial case is less prone to 
do so. Two factors account for this. First, the 
uniformly heavier type of labor necessitating full 
function of the spine. Second, the dependence, 
conscious or subconscious, on compensation until 
all subjective symptoms disappear, often pro- 
longing disability until long after objective find- 
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ings are gone. We must confess that the func- 
tional and static condition of the spine is dis- 
turbed with resultant osteoarthritis, a common 
sequela; and too often the industrial commis- 
sions base their rating on the «-ray findings. 

Arthur Davis of Erie, Pennsylvania, in his 
American Orthopedic Association thesis, contrib- 
uted the greatest single advance in the treatment 
of this type of case in the use of hyperextension 
with forcible manipulation. He applies rational 
and sufficient mechanical leverage to reduce the 
compression by reversing the forces producing 
the fracture. Rogers of Boston has accomplished 
the same by means of an adjustable hyperexten- 
sion frame, but this, I believe, calls for specia! 
apparatus, requires more time and is more pain- 
ful, though probably indicated in certain severe 
comminuted fractures. 


Fig. 4. 


The vertebral body is spongy bone through- 
out, except the superior and inferior plates, 
which are of compact bone and which form 
from separate epiphyses at about the twelfth to 
fourteenth years and fuse to the body at the 
twentieth to twenty-fourth years. The bodies 
are separated from each other by intervertebral 
discs sufficiently elastic in structure to withstand 
considerable trauma. They are joined by the 
long, medium and short common ligaments, at- 
taching to the superior and inferior plates. In 
the production of the compression, they are al- 
most always left intact, the intervertebral disc 
seldom shows early narrowing and the compres- 
sion occurs in the spongy bone. Mechanically 
there is no reason to suppose extensive injury of 
the ligaments in the compression unless the plates 
are fractured or an exploSive comminution oc- 
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curs. The usual kyphos results and often signs 
of cord irritation or compression are present. The 
lamine are usually not fractured, the transverse 
articulations remain intact, and the pedicles are, 
as a rule, united with the inferior fragment 
(Fig. 2a). 


7 


f 


Fig. 5. Case 1. 


Fig. 6.- Case 2. 


In determining this, good roentgenograms are 
essential. There is no need for me to urge the 
importance of anteroposterior and lateral roent- 
genograms in all back injuries. The awakening 
public expects them, the compensation boards de- 
mand them, and they are your insurance against 
malpractice action and the patient’s for proper 
and adequate treatment. 
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Reduction utilizes the mechanical principle of 
leverage accomplished by hyperextension and the 
application of sufficient force at the fulcrum to 
reduce the fracture by the attendant traction on 
the common ligaments attached to the plates 
(Fig. 2b). 


Before reduction and after reduction. 


Before reduction and after reduction. 


The indicated treatment of a compression frac- 
ture of the vertebra should be the same as for 
any other fracture: (1) reduction adequate and 
immediate; (2) fixation in the reduced position 
until healing has occurred, and (3) the restora- 
tion of function. The case for compression frac- 
ture cannot, however, be so simply stated. A 
careful evaluation of the possible contraindica- 
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Fig. 7. Case 3. Before reduction and after reduction. 


Case 4. Before reduction and after reduction, showing the difficulty of fully reducing thoracic vertebra because of 


Fig. 8. 
rigidity of the rib cage. 


Fig. 9. Case 5. Before reduction and after reduction. 
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tions is essential. These may be classed as gen- 
eral, neurological, and anatomical. The age of 
the patient, together with the presence of shock 
or other attendant complications, might definitely 
contraindicate the use of this procedure, necessi- 
tating as it does prolonged confinement in a re- 


produce further cord trauma. Here, if the ap- 
paratus is available, Rogers’ method might be 
used to advantage. If, however, the anatomical 
relationships of the transverse articulations and 
the pedicles of the fractured vertebra and its 
neighboring vertebre are normal, the possibility 


Fig. 10. Case 6. Before reduction and after reduction. 


tention apparatus, although the patient may be 
turned frequently immediately after the applica- 
tion of the plaster jacket and allowed to sit up 
with support after the sixth week, providing that 
support is adequate. The judgment of the at- 
tendant surgeon must be exercised under such 
conditions. Remember, however, that the patient 
is more comfortable if the fracture is reduced 
and adequately supported. Neurological com- 
plications may contraindicate the use of this 
method because of their relatively greater im- 
portance. Thus, a laminectomy may be the first 
indication although, here, reduction may relieve 
a compression cord block and laminectomy may, 
in certain cases, be deferred without endangering 
the clinical course of the case. The paralysis may 
be so severe that a hopeless prognosis is evident, 
in which case it would be folly to subject the 
patient to treatment directed toward the fracture. 
I believe that the above are problems which must 
be decided in the individual cases and that the 
true criteria for reduction lie in the anatomical 
condition of the parts. If, after a study of good 
roentgenograms, it is evident that the neural arch 
of the pedicles is fractured or that there is frac- 
ture or dislocation in the region of the transverse 
articulations, there is obviously instability of the 
fulcrum and an attempted reduction by the Davis 
method would be quite dangerous and liable to 


of cord injury during the manipulation is re- 
duced to a minimum. 

Reduction is best accomplished by putting the 
patient under deep anesthesia for complete re- 
laxation and hyperextending him into a swan- 
dive position, by suspension of the body from 
the feet with the chest supported. The operator’s 
right arm is then placed under the pelvis at the 
anterior superior spines (for support), and grad- 
ually increasing force is applied to the kyphos 
by the left hand until complete realignment is 
palpable (Fig. 3). A snug-fitting plaster jacket 
with only slight padding is immediately applied 
from groins to axillez. At this point the patient 
may become cyanotic, due to the inverted posi- 
tion, and the plaster must be applied rapidly, 
although early use of a pharyngeal air-way usu- 
ally prevents this. As soon as partial setting oc- 
curs, the suspending rope is cut, the patient sup- 
ported in complete hyperextension and turned 
over so that the kyphos area rests on a padded 
pelvic support (Fig. 4). 

It is not essential to include the thighs in 
plaster, as the ligaments hold the disimpaction if 
the plaster is moulded snugly to the chest and 
pelvis and it is here that I have modified the 
Davis method. In my experience there is no dif- 
ficulty in obtaining the codperation of the patient 
in keeping the thighs extended, rather than hav- 





140 MINNESOTA MEDICINE 


ing them encased in plaster. The corset is worn 
in bed six weeks, the patient is turned frequently 
and allowed up in the jacket at the end of that 
At ten weeks a snug-fitting Taylor-Gold- 
thwaite brace is applied, to be worn day and night 


time. 


Fig. 11. Case 7. 


for four to six months more, after which time 
it is gradually removed. The light spring steel 
type of brace is best, as it does not tend to pro- 
duce such extreme atrophy of disuse or stiffness 
of the spinal muscles. 


CASE REPORTS 


Case 1—D. C., male, aged 19, aviator. Compression 
fracture of the eleventh thoracic vertebra (Fig. 5). 

Case 2—A. S., housewife, aged 53. Compression 
fracture of the second lumbar vertebra, with compres- 
sion spasticity. Immediate disappearance of spasticity 
after reduction (Fig. 6). 

Case 3.—M. H.. 
fracture of the twelfth thoracic and first lumbar ver- 
tebre (Fig. 7). 

Case 4—O. N., aged 46, farmer. Compression frac- 
ture of the eighth thoracic vertebra in an automobile 
accident. This case illustrated the difficulty of reducing 
thoracic vertebra compression because of-the rigidity of 
the rib cage (Fig. 8). 


aged 34, stenographer. Compression 


Case 5.—B. G., aged 26, clerk. Compression fracture 
of the second lumbar vertebra from an automobile ac- 
cident (Fig. 9). 

Case 6—D. B. Compression fracture of the tenth 
and eleventh thoracic vertebre (Fig. 10). 

Case 7—O. P., aged 34, farmer. Fracture dislocation 
of the fifth and sixth thoracic vertebre with compres- 
sion of the fifth resulting from an automobile accident 
(Fig. 11). This patient had a subsequent laminectomy 
without improvement 
nephrosis. 


and died of ascending pyelo- 
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Case 8—C. C., aged 46, steel crane operator. Com- 
minuted compression fracture of the second lumbar and 
fracture of all the transverse processes. Treated by 
hyperextended frame after method of Rogers of Boston 
with complete reduction. Returned to light duty in 
five and a half months. : 


Before reduction and after partial reduction. 


Case 9.—J. R., aged 35, elevator construction engi- 
neer. Compression fracture of the first lumbar ver- 
Treated by active hyperextension with adequate 
reduction. Returned to light duty after the fifth month. 

Case 10.—M. O’D., aged 40, nurse. Compression frac- 
ture of the twelfth thoracic and first lumbar vertebre 
from an automobile accident. Treated by active 
hyperextension with over-correction. Returned to light 
duty, wearing brace, the twelfth week. 

All the living patients have returned to active duty, 
excepting in cases 8, 9, and 10, where they are still con- 
valescing but ambulatory with a brace. In no case has 
the brace been worn for more than six months. Davis 
reports an average disability of fourteen weeks in a 
series of thirteen cases but a longer period of adequate 
support would seem advisable to prevent recurring de- 
formity. 


tebre. 


FRACTURE DISLOCATIONS OF THE SPINE 

There are those severe types of fractured 
lamine and articulations in which 
there is a marked dislocation of the spine. 

As a student, I was fortunate enough to see 
the manual reduction of a dislocation of a dorsal 
vertebra after traction had been applied continu- 
ously for some six weeks. Four years ago while 
assisting Dr. Sneed at the Hospital for the Rup- 
tured and Crippled in New York, we effected 
a partial reduction of a fracture dislocation of 
the first lumbar vertebra. Since that time, I have 
attempted to reduce two cases by a modification 


transverse 
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of the procedure used in New York, without def- 
inite result. Davis mentions manipulative reduc- 
tion of these cases in his article, implying the 
use of the same method described above. De- 


Fig. . Case 11. 


spite the fact that the results with my cases have 
been poor, I do not feel that, in the presence of 
fractured pedicles or transverse articulations, it 
is safe to apply hyperextension, nor to use that 
haphazard method recently advocated by Dunlap 
of Los Angeles. Figure 12 shows the method 
I would suggest as a procedure definitely safer 
and rational in its application. My failure to 
reduce the first two patients was due, I believe, 
to the fact that I over-estimated the strength of 
the spinal muscles in that I thought it was neces- 
sary to apply head and foot traction for four 
and five weeks, respectively, with resultant callus 
formation. I now feel that reduction should be 
attempted in the suitable or otherwise hopelessly 
unstable case as soon after the injury as possible 
and wish to suggest the procedure at this time. 

Case 11.—L. D., patrolman. Fracture dislocation of 
the second lumbar vertebra in an automobile accident. 
Figure 13 shows condition before and after attempted 
reduction with slight improvement. 


CONCLUSIONS 


1. The Arthur Davis method of reducing com- 


pression fractures of the spine is advocated in 
suitable cases as mechanically sound, a clinical 
improvement of economic value over older meth- 
ods. 
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3efore reduction and after partial reduction. 


Fig. 12. 
tion. 


Method of manipulating cases of fracture disloca- 


2. The indications and contraindications are 
outlined. 

3. Ten further cases are added to the litera- 
ture. 


4. A manipulative method of treatment is sug- 
gested in severe fracture dislocations with report 
of two cases. 





TREATMENT OF TETANUS AND GAS GANGRENE* 


M. H. Manson, M.D. 
Minneapolis 


AS gangrene and tetanus are both com- 

paratively rare conditions encountered in 
any one surgical experience, but because of their 
dramatic course and high mortality deserve con- 
tinued effort directed to their prophylaxis and 
treatment. 

It is appropriate that gas gangrene and tetanus 
be considered together, for they have many 
points of similarity. The following are common 
to both: 

1. Initiation by anaérobic, spore-forming bacilli. 
2. Dependency, to some extent, on symbiosis 
with other organisms. 
Result of wounds contaminated with dirt 
and foreign bodies. 
Characterized by toxins; for which anti- 
toxins have been produced which are efficient 
in neutralizing the toxins. 
Accompanied by an excessively high mortal- 
ity rate, approximately 50 per cent. 

Their infrequent appearance complicating 
traumatic and operative wounds is due to the 
multiplicity of bacteriological and tissue factors 
necessary for their development, and the ac- 
cepted usage and efficacy of prophylactic tetanus 
antitoxin. This statement may in part be chal- 
lenged, in view of Wainwright’s report on the 
584 replies to a questionnaire on tetanus which 
he received from surgeons throughout the 
country. Of this number, only 83, or 14 per cent, 
employed prophylactic antitetanus serum as a 
routine procedure. However, these represent an 
industrial group and, as it has been pointed out 
that 80 per cent of the entire incidence of tetanus 
arises in uncontrollable circumstances such as 
wounds contaminated with debris or soil from 
the street, garden, stable, and farm, the use of 
anti-tetanus serum in this state is probably more 
prevalent. 

INCIDENCE 


The frequency of tetanus in civil practice is 
difficult to determine, but the incidence in war- 
time is interesting and demonstrates again the 


“Presented before the annual meeting of the Minnesota State 
Medical Association, Duluth, July 14, 1930. From the Depart- 
ment of Surgery. University of Minnesota. 
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value of antitoxin. Cornwall, 1917 (New York 
Medical Journal) gives the following statistics: 


Per 
Wounded Cases 1,00 
Crimean War ....... 12,092 (English) 9 15 
American Civil War-...217,000 505 : 
Franco-Prussian War... 95,000 350 = 3.5 
World War -..............- 27,677 (German) 174 66 
thus showing an apparent increase. 


These are undoubtedly figures for the early 
part of the World War. The incidence of tetanus 
in the British Army in October, 1914, was 32 
per 1,000, and after the universal use of anti- 
tetanic sera the ratio was cut down to 2 per 
1,000. The good fortune of the United States in 
profiting by the experience of the Allies is ex- 
emplified in the ratio of 0.014 cases of tetanus 
per 1,000 battle injuries—only 36 cases associated 
with 176,132 injuries. 

MORTALITY 


That the mortality in tetanus varies inversely 
to the incubation period is well known. A long 
incubation period goes hand in hand with a low 
mortality. Prophylactic injections of antitoxin 
prolong the incubation period, as shown in the 
following : 

During the war in 1914-15, the average incuba- 
tion period was 13.4 days; in 1915-16, 31.2 days, 
and in 1917-18, 46.19 days. With the progres- 
sion of the war, there was an increase in multiple 
injections of antitoxin. 

The mortality of established tetanus is from 
40 to 70 per cent. The virulence of the organ- 
ism influenced by season and location, the incuba- 
tion period, the site of the injury and the treat- 
ment are all factors determining the death rate. 

PROGNOSIS 

The prognosis, as judged from the mortality 
rate, must be very guarded. The best prognosis 
is offered when the incubation period is long; 
arbitrarily, longer than 10 days; when the wound 
is farther away from the central nervous system; 
when prophylactic tetanus antitoxin has been 
given ; and when the antitoxin is given early after 
the onset of symptoms. Stone believes that if 
the trismus progresses rapidly and is complete in 
twenty-four hours, the prognosis is twice as 
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grave as when the trismus is tardy in appearance 
or incomplete. Calvin and Goldberg have re- 
cently published an excellent paper in which they 
evaluate the prognosis in tetanus and point out 
the importance of prophylatic antitoxin admin- 
istration. 

The cause of death is exhaustion or cardiac 
failure from long continued or severe clonic con- 
vulsions or respiratory failure due to spasm of 
the glottis or diaphragm. 


ROUTE OF TOXIN 


The method of transit of the toxin from a 
local wound to the cells of the spinal cord is by 
way of the motor nerves. Meyer and Ransom 
(1903) have shown that the toxin is picked up 
by the end plates in the muscle, and travels by 
way of the axis cylinders. Aschoff and 
Robertson believe that the toxin travels by 
way of the perineural lymph spaces. In either 
event, the toxin is not picked up by the cells of 
the central nervous system from the blood, and 
it is generally accepted that after the toxin has 
combined with nerve cells, the antitoxin is not 
capable of neutralizing it, a fact which demands 
the earliest possible administration. 


TREATMENT: 


The treatment of tetanus resolves itself into 
1. Neutralization of the toxins present. 
Relaxation of muscles—prevention of tetanic 
spasms. 
Prevention of further absorption of toxins 
by removal of its source as much as pos- 
sible. 

1. Antitoxin—The first thought should be 
antitoxin administration. Its merit has been un- 
questionably demonstrated. Irons collected 252 
cases with a total mortality of 71 per cent. 
There were 142 treated without antitoxin, with 
a mortality of 77 per cent. In those treated with 
antitoxin, the mortality was 63 per cent. If the 
cases given antitoxin are divided into those who 
received small doses and those who received large 
doses, the mortality wag 70.47 per cent in the 
former, and 51 per cent in the latter. Mathier re- 
ported 960 cases with antitoxin treatment, with a 
mortality of 38.8 per cent. He also reported 40 
cases without antitoxin treatment, with a mortal- 
ity of 80 per cent. Permien reported 330 cases 
with antitoxin treatment, with a mortality of 
57.7 per cent, and in those cases without this 
treatment the mortality was 78.9 per cent. The 
reasons for failures in the use of antitoxin are: 
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(1) late administration ; and (2) inadequate dos- 
age. 

The route of administration has been the sub- 
ject of much controversy. Wainwright cites 
some impressive statistics to show that the mor- 
tality is increased by intraspinal therapy. Freed- 
lander, Dean, and others advocate intravenous 
therapy in preference to intraspinal. On the 
contrary, Astley Cooper Ashhurst, using the 
same arguments, strongly urges intraspinal ad- 
ministration of serum. In Bruce’s comprehen- 
sive analysis of 1,458 British cases, it is seen 
that no conclusions can be drawn from one 
method of therapy, for there is such a variance 
of mortality rates. It is felt that all routes of 
administration should be used—subcutaneous, in- 
tramuscular, intravenous and intraspinal, the 
most important of which is the intravenous route. 

The initial injection of antitoxin should be 
preceded by 0.5 c.c. subcutaneous. If a painful, 
urticarial wheal results, desensitization may be 
carried out as follows: a 1-10 dilution is made 
by taking 1/10 c.c. of the antitetanic serum and 
diluting with salt solution to 1 c.c. Subcutane- 


ous injections are made every 15 minutes. 


First injection—% c.c. of 1-10 dilution. 
Second injection—%% c.c. of 1-10 dilution. 
Third injection—0.1 c.c. of undiluted serum. 
Fourth injection—0.5 c.c. of undiluted serum. 
Fifth injection—1.0 c.c. of undiluted serum. 


In half or three-quarters of an hour, the re- 
mainder of the antitoxin may be given. 

At least 100,000 units of antitoxin should be 
given an adult within the first twenty-four hours. 
The dosage may be divided as follows: 60,000 
units intravenously in three doses, 20,000 intra- 
muscularly and 20,000 intraspinally. The intra- 
spinal administration has one qualification. 
Everyone who has treated tetanus knows the im- 
portance of minimizing external stimuli, and how 
peripheral irritation may precipitate increased 
muscular spasms. It is possible that in our 
anxiety to give the antitoxin intraspinally, this 
fact is forgotten. The patient should be well 
protected with sedatives and soporifics to elim- 
inate as far as possible the stimuli which accom- 
pany the changing of posture, the preparation 
and the introduction of the needle in making the 
spinal puncture. If the patient is not so forti- 
fied, the spinal administration should not be at- 
tempted. In view of the evidence which casts 
doubt upon the efficacy of intraspinal administra- 
tion of antitoxin this method of treatment is not 
urged. On the second and third days, the total 
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dosage should be at least 75,000 units each day, 

the majority preferably given intravenously. 

The administration of antitoxin should be con- 

tinued for seven days, employing decreasing 

doses and increasing intramuscular proportions. 

Because absorption is slowest from the subcuta- 

neous tissues, the dosage in the last few days 

should be given by that route. 


The total dose should be not less than 300,000 
to 350,000 units. Freedlander gave a total of 
755,000 units to one patient, practically all in- 
travenously. The danger of anaphylaxis has 
been overestimated. In England alone, during the 
World War, some two millions of prophylactic 
doses of antitetanic serum were given, out of 
which huge number only eleven cases of shock 
were reported. 


In the event of the appearance of an anaphy- 
lactic reaction, 1 c.c. of adrenalin or ephedrin may 
be given. It has been demonstrated that ether 
anethesia protects against anaphylactic reactions. 
If there is a wound necessitating operative inter- 
ference and ether is used, the antitoxin should 
be given at this time. 


2. Symptomatic.—The protection of the pa- 
tient from external stimuli needs more considera- 
tion. When a patient with tetanus is first seen, 
all routine procedures which are time-consuming 
and which expose the patient to needless irrita- 
tion should be omitted. He should receive his 
first antitetanic serum and be immediately trans- 
ferred to a single, quiet, darkened room. Chloral 
hydrate is the most useful of the hypnotics, and 
is best given by rectum, either with olive oil, 
which retards absorption somewhat and prolongs 
its action, or with tap water. Rectal administra- 
tion of sedatives and anesthetic agents is prefer- 
able to the oral route, because of the trismus, 
and especially for chloral, because of its some- 
what unpleasant taste, gastric irritation, and be- 
cause it is absorbed best from the rectum. The 
dose is 30-45 gr. repeated every four hours as 
necessary. Rectal ether has been used, but re- 
peated doses lead to considerable irritation. 
German authors have reported favorable results 
with avertin (tribromethylalcohol), which is 
non-irritating and does not usually produce the 
excitement often seen with ether. The dose is 
80 mg. per kilogram of body weight. 

Novocain injection of the muscles of mastica- 
tion for the relief of trismus, the injection of 
the phrenics to alleviate or obviate diaphrag- 


MEDICINE [February, 1931] 


matic spasm and similar procedures may have a 
place in selected instances. 

The use of magnesium sulphate is heroic treat- 
ment and should be reserved for those cases in 
which there are severe and prolonged convul- 
sions. Its temporary effectiveness weighed 
against the dangers of respiratory paralysis 
should be carefully considered before it is used. 
In critical cases, it is most efficaciously given 
intravenously. A 3 per cent solution is injected 
at the rate of 5 or 6 c.c. a minute, carefully 
watching the respiration. If any symptoms of 
respiratory failure should manifest themselves, 
2.5 per cent calcium chloride is immediately given 
intravenously until such symptoms have subsided. 
The calcium chloride should always be in a 
syringe ready for use before the injection of 
magnesium sulphate is started.* 

3. Wound.—Treatment of the local wound 
should be effective and have as its basis the re- 
moval of all devitalized tissue and foreign bodies, 
followed by irrigation or application of antiseptic 
and oxidizing agents, preferably Dakin’s solu- 
tion. Antitetanic serum is injected proximal and 
near to the wound. 


CHRONIC AND LOCAL TETANUS 


Other forms of tetanus occur, but are not ac- 
companied by the high mortality and urgency of 
treatment as tetanus following within ten or fif- 


teen days of the receipt of a wound. In those 
who have been given antitoxin as a preventive, 
there may be anomalous forms. Local tetanus 
may be limited to groups of muscles or to an 
extremity. Treatment consists of attention to 
the wound in the proper manner, and the.admin- 
istration of antitetanic serum. Chronic tetanus 
and idiopathic tetanus may follow trivial and 
overlooked wounds. The symptoms appear late, 
even months after the injury. The patient is 
often afebrile, with spasmodic contractions of 
limited groups of muscles, rarely generalized; 
the characteristic convulsions do not occur. The 
prognosis is good. 

The following case in a child illustrates the 
treatment of tetanus with a short incubation 
period. 


*The intraspira!l administration of tnagnesium sulphate is 
mentioned only to be deprecated. There is no adequate means 
of combating respiratory failure, for calcium chloride is of no 
avail. Its use subcutaneously and intramuscularly is of no value 
for acute symptoms, but may be an aid in depressing motor 
activity. 

Subcutaneously 1.5 c.c. of a 25 per cent solution per kilogram 
of body weight may be given three or four times daily. Intra- 
muscularly 0.6 c.c. of the same solution per kilogram may be 
given five or six times daily. 
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CASE REPORT 


Cc. L. O., a girl of eight years, had been in- 
jured on the posterior aspect of the thighs by a manure 
spreader, five days prior to admission. The wound had 
been cleansed with lysol and iodine after the injury, 
but no tetanus antitoxin was given. The symptoms 
made their appearance about eight hours prior to ad- 
mission, the initial symptoms being pain and difficulty 
in opening the jaws. On admission, the child had a 
temperature of 100.2°, pulse 105. There was trismus 
III, opisthotonos I, neck rigidity I, spasticity of the 
right lower extremity IV. On the posterior upper third 
of the right thigh, there was a lacerated wound about 
4 cm. in length and a similar smaller wound on the 
left thigh. Both were draining a seropurulent exudate. 
The history was inquired into with regard to asthma, 
hay fever, or previous serum injections. In spite of 
this being negative, 1 c.c. of tetanus antitoxin was 
given subcutaneously and after twenty minutes of ob- 
servation, 10,000 units of tetanus antitoxin was given 
intravenously and 10,000 intramuscularly. The child 
was taken to the operating room and, under ethylene 
anesthesia, the wounds were opened widely, all discov- 
erable necrotic tissue removed and Dakin’s tubes in- 
serted. Antitoxin (2,500 units) was injected about each 
wound, thus making a total of 25,000 units of antitoxin 
on the evening of admission. 

Upon being returned to her room, the patient was 
given 30 gr. of chloral hydrate by rectal route, which 
was effective in combating the extreme restlessness and 
diminishing the clonic spasms of the right lower ex- 
tremity. 

Tetanus antitoxin was given for the following ten 
days by the intravenous and intramuscular route in 
doses of 10,000 units and subsequently by the intra- 
muscular and subcutaneous route only. The total dos- 
age was 115,000 units, given over a period of ten days. 
The child continued to be irritable and restless, but 
took fluid well by mouth except during the first two 
days, when the fluid intake was maintained by hypo- 
dermoclysis of 5 per cent glucose solution. Choral 
hydrate was continued for thirteen days in 30 gr. doses, 
making a total of 1,110 gr. or 71.6 gm. Luminal was 
also used to increase the intervals of chloral adminis- 
tration. The fluid intake averaged 1,500 c.c. and the 
caloric intake averaged 1,400 calories each day. At 
the end of the twelfth day all the symptoms had dis- 
appeared except the restlessness, irritability and spas- 
ticity of the right lower extremity. The wounds on 
the thighs which had been irrigated with Dakin’s solu- 
tion, followed Dakin’s packs and finally dry dressings, 
were now practically healed.“ The child was up in a 
chair on the fourteenth day and was discharged on the 
thirtieth day with no complaint.* 


GAS GANGRENE 


Unlike tetanus, which was recognized in an- 
cient times, the first case of gas gangrene was 


*Prof. F. DeQuervain, who has had very large experience with 
tetanus, has never seen an adult with established tetanus recover, 
in whom the incubation period was less than 8 days; recover 
following tetanus in children with incubation periods of suc 
lengths however does occur.?? 
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described in 1853, but it was not until the late 
war that our knowledge of its course and treat- 
ment was anything but fragmentary. Interest 
in the subject was stimulated by five cases occur- 
ring at the University Hospital in the past year 
and a half. 

Gas gangrene may be defined as a spreading, 
moist gangrene produced by gas-forming anaéro- 
bic bacteria in extensively traumatized tissues. 
It is characterized by a gaseous infiltration and 
edema of the part affected, and by change in the 
color and contractibility of the muscle. Its 
pathology is essentially that of devitalized 
muscle. The causative organisms may rightfully 
be confused in our minds, for they have been 
given many synonymous appellations. In an at- 
tempt to clarify these, and assign a standard 
nomenclature, the following table is given: 


ETIOLOGY 


Clostridium Welchii—80-90%. 

B. Welchii—Welch & Nuttal, 1892. 

B. Aerogenes capsulatus—Fraenkel, 1893. 
B. Perfringens—Veillon & Zuber, 1898. 

B. Phlegmonis emphysematose—Frankel. 
Clostridium edematis maligni (Septique)—10-15%. 
Vibrion septique—Pasteur, 1876. 

B. Edematis maligni—Koch & Gaffky, 1881. 
B. of Ghons & Sachs—I. 

Clostridium Novyi—5-6%. 

B. Edematiens—Weinberg & Sequin, 1915. 
B. Bellanosis—Weinberg & Sequin. 

B. Edematis maligni II—Novy, 1894. 
Clostridium histolyticum. 

B. Histolyticus—Weinberg & Sequin. 


One or more of the above organisms are 


usually associated with Bacillus sporogenes, 
Bacillus proteus and various streptococci or 
staphylococci. Bacillus sporogenes associated with 
Clostridium welchii enhances its virulence four 
to five times, as do certain streptococci. Clos- 
tridium welchii and Clostridium novyi mutually 
stimulate activity. 

The average incubation is three to five days. 

COURSE 

We may picture the progress of a typical case 
somewhat as follows: Given a wound with in- 
tensive muscle damage at a distance from the 
surface, and the introduction of one or more of 
the pathogenic gas-producing anaérobes, usually 
with other organisms. The histological picture 
of the disintegrated muscle and the tract of an 
offending instrument closely resembles a freshly 
made beef emulsion, and makes an ideal culture 
medium for this group of bacteria. The lack of 
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definite lymphatics within a mass of skeletal 
muscle makes the whole muscle bundle a lymph 
space, and with the trauma this is broken, thus 
constituting the first break in the circulation. 
With the edema resulting from the injury and 
the toxins produced by the growth of the organ- 
isms, there is further muscle destruction and 
hemolysis of the blood clot, thus constituting a 
vicious cycle. Gas is now formed and forces 
itself up and down the muscle bundle, opening 
up new paths for the toxin and disseminating 
bacteria. The organisms have appeared half- 
way up the anterior abdominal wall in three and 
a half hours after injection into the thigh of a 
rabbit. That the gas has sufficient force to do 
this may well be visualized when we consider 
the experiment of Taylor. He connected an 
autoclave gauge by means of a rubber tube, to 
a culture tube of dextrose broth inoculated with 
Clostridium Welchii. Within two hours, the 


pressure began to rise and in six hours it had 
reached a pressure of twenty-three pounds and 
blew off the tube. I have obtained pressures of 
30 pounds in twenty-four hours incubation. 
The pressure increases, the lymphatics are oc- 
cluded, producing more edema, finally leading to 


venous obstruction. At this point, the muscle 
degenerates from lack of nutrition, and with the 
circulation so impaired, a fresh supply of leu- 
koytes is denied the site, and the infection pro- 
gresses rapidly. The mechanics of this entire 
vicious cycle is so pyramided that an infection 
may be well advanced in two hours and death 
from massive gangrene of an entire limb can 
occur in less than thirty hours. 


DIAGNOSIS 


The history is of importance only in that it 
may strengthen the suspicion that certain types 
of wounds may be contaminated by gas bacilli. 
As in tetanus, any wound contaminated by bits of 
clothing and dirt makes gas gangrene a potential- 
ity. 

Pain is an early symptom and is out of pro- 
portion to the severity of the injury. Many pa- 
tients will complain of their dressings being too 
tight and ask to have them loosened. Upon re- 
moving the dressing, the characteristic odor, the 
gun-metal, bluish discoloration, the reddish 
brown discharge, blebs of the skin and gas in 
the tissues make the diagnosis certain. The gas 
may be palpated as crepitation; may be heard as 
fine crackling, explosive sounds with a stetho- 
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scope, or may be seen by x-ray examination in 
the soft tissues. 
INCIDENCE 
The incidence in the U. S. Army during the 
World War was as follows: Of 128,265 wounds 
of the soft parts, 1,389 or 1.08 per cent were 
complicated by gas gangrene, and of 25,272 
wounds complicated by bone fractures, 1,329 or 
6.26 per cent developed gas gangrene. The ex- 
tremities were involved in over 80 per cent; 
nearly one-third of the cases were of the leg. 
MORTALITY 
In 5,449 cases collected from the literature, 
the average mortality is 38.5 per cent. The death 
rate varies from 15 to 60 per cent, as given by 
different authors. 
PROGNOSIS 
The relation between incubation period and 
prognosis, although not as definite as in tetanus, 
has some significance. In general, the longer 
the interval between the probable inoculation 
of organisms and the onset of symptoms, the less 
virulent will be the infection. There is no 
method of predetermining when an infection is 
going to be of a fulminating or a localized type. 
The two factors which ultimately determine 
prognosis and mortality are the virulence of the 
infection and the resistance of the individual, for 
neither of which we have an adequate measure. 
The cause of death in gas gangrene is usually 
the overwhelming toxemia as a combined result 
of the toxins produced by the anaérobes and pro- 
trolytic destruction of tissue. Sudden deaths 
have been attributed to embolism from the gas. 
TREATMENT 
As a basis for treatment, we may divide the 
cases into two groups for convenience of de- 
scription: (1) virulent or massive gas gan- 
grenes; (2) avirulent or localized. 


PROPHYLACTIC 

Prophylactically, the possibilities of the devel- 
opment of gas gangrene must be kept in mind. 
A thorough debridement should be done on any 
wound with such potentialities and prophylactic 
polyanaérobic antitoxin should be given intra- 
muscularly in doses of 20-30 c.c.* 


*This serum may- be obtained from several of the biological 
and pharmaceutical supply companies (Lederle, Mulford, Cutter). 
The cost averages about $10.00 for 100 c.c. In one serum, the 
proportions are tetanus antitoxin, 100 u., and antitoxin for the 
toxin produced by Clostridium Welchii, 15 u., Clostridium ede- 
matis maligni, 300 u. (Vibrion septique) and_ Clostridium histo- 
lyticum, 200 u. in each c.c. of serum. The antitoxin for 

lostridium welchii alone (Perfringens antitoxin—Mulford) is 
somewhat less in cost, due to its use in intestinal obstruction, a 
use which is apparently unwarranted. (The average cost for 
tetanus antitoxin is $1.50 for 1,500 u. for prophylactic use, and 
$6.00 for 10,000 units for therapeutic use. 








TETANUS AND GAS GANGRENE—MANSON 


THERAPEUTIC 


In virulent gas gangrene, when an entire ex- 
tremity is involved, amputation by the transfixion 
method should be performed. No tourniquet 
should be used. If of a lower extremity, the 
anesthesia of choice is spinal. 

“All muscles should be carefully inspected, and 
any that present brownish discoloration, do not 
contract when pinched, or do not bleed freely, 
should be excised until healthy muscle is en- 
countered. The wound is left open and dressed 
lightly. 

Transfusion of whole blood may be a life- 
saving measure in combating shock following 
debridement or amputation. Its value is further 
enhanced by the fact that there is often an acute 
secondary anemia produced by the hemolytic 
toxin elaborated by Clostridium welchu. 

Secondary suture may be done after three to 
four days, depending upon the local condition. 
Of the various antiseptic and oxidizing agents 
that have been advocated, Dakin’s solution is the 
one of choice. 


In localized or avirulent gangrene, complete 
excision of the affected muscle may suffice, tak- 
ing advantage of the fact that the infection pro- 


gresses in the direction of the muscle bundle and 
is limited by the fascial compartments. Drum- 
monds and Neligan, Ivens, and Kellogg Speed 
have reported good results in this type of case. 
The criteria for resection are color, contractibil- 
ity and bleeding. 

The status of polyvalent anti-gas gangrene 
sera has been somewhat confused by the vary- 
ing reports from the late war. The French de- 
veloped a potent antitoxin and were enthusiastic ; 
the British and Americans were rather late in 
adopting it, and their experience was not exten- 
sive enough to warrant adequate conclusions ; the 
German antisera was of very low antitoxin titre, 
which accounts for their poor results. The fol- 
lowing shows that potent antitoxin is worthy of 
use: - 

Sacquepee gave antitoxin to 319 wounded men 
with a resulting incidence of gas gangrene of 
1.17 per cent. In a control series the incidence 
was 7.2 per cent. In a series of 191 developed 
cases, the mortality in those treated with poly- 
anaérobic antitoxin was 13.9 per cent, while in the 
same region the untreated cases showed a mor- 
tality of 75 per cent. Ivens gave a polyanaérobic 
antitoxin to 433 cases in which there were 30 
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cases of gas gangrene when first seen. 
series there was one death. 

Numerous American authors have recently en- 
couraged its use (Kling, Morris, Gage, Baldwin 
and Gilman, Larson and Pulford and others). 
Experimentally, the antitoxin that is available to- 
day is efficient in neutralizing the toxins pro- 
duced by the pathogenic anaérobes (Kling). The 
dose should be on an average of 100 c.c. for two 
or three days, given intravenously and intra- 
muscularly near the wound. 


In this 


CASE REPORT—GAS GANGRENE 


P. M., aged 30, was admitted December 12, 1929. At 
9:30 on the morning of December 9, the patient sus- 
tained a shotgun wound to the right leg and thigh. 
On the evening of December 10, about thirty-six hours 
after the onset of the injury, bluish discoloration of 
the foot and ankle was noted by the attending physician. 
Fifteen hundred units of tetanus antitoxin were admin- 
istered. During the following day, the gangrenous pro- 
cess extended to the knee. 

At the time of admission, at 1:00 a. m. on December 
12, the entire right leg was gangrenous. The thigh 
was very edematous, the skin of the lower third was 
of a gun-metal color with many blebs and the charac- 
teristic odor of gas gangrene. Crepitation was palpable 
on the medial aspect of the thigh, extending up to the 
perineum. The temperature was 102°, pulse 130; the 
patient was disoriented and acutely ill. The blood pres- 
sure was 108/70. The hemoglobin was 67 per cent; 
R. B. C. 3,030,000, W. B. C. 17,450, of which 92 per 
cent were P.M.N.s. 

Forty c.c. of perfringens antitoxin were given intra- 
venously and the patient was taken to the operating 
room within an hour after admission. He experienced 
a rather severe chill following the intravenous antitoxin 
and the operation was delayed about thirty minutes. 
Under spinal anesthesia, the right thigh was amputated 
as high as possible. Although the incision was made 
just below the inguinal ligament, gas was encountered 
and the muscles on the medial side were dark in color 
and non-contractile. Debridement was done, necessitat- 
ing excision up to the inferior spine of the pubic bone. 
One hundred fifty c.c. of perifringens antitoxin was 
injected into the stump, which was left open and a 
light dressing applied. 

The patient continued to be critically ill, was irra- 
tional and very agitated, the temperature varying from 
101 to 104 degrees. On the following morning, 45 c.c. 
of perifringens antitoxin was given intramuscularly, 
and the patient transfused with 500 c.c. of whole blood 
by the semi-direct paraffin-tube method. Dakin’s packs 
were applied to the amputation stump. On the third 
day, 40 c.c. of perifringens antitoxin was again given 
intramuscularly. No further evidence of gas gangrene 
was seen, and after a very stormy time for about a 
week, rapid improvement was apparent. 

Skin traction was applied to the stump and Dakin’s 
packs continued. On January 10, after subcutaneous 
desensitization, 25 c.c. of perifringens antitoxin was 
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injected into the muscles of the stump and under spinal 
anesthesia the remaining portion of the femur was 
disarticulated, the skin undermined for a distance, and 
traction again applied. Subsequent implantation grafts 
were done on the stump, and at the time of discharge 
epithelialization was practically complete. 

The reason for giving the antitoxin prior to the 
second operation was because of the well known ability 
of spores of Clostridium welchii to be dormant in 
tissues, especially when sequestra are present. With 
further trauma or any procedure diminishing the resist- 
ance of the part, gas gangrene may again result. The 
same is true of tetanus. 

Because of two cases of virulent gas gangrene fol- 
lowing amputations in which there were chronic ulcers 
in the affected extremity, we have been culturing 
chronic ulcers of all types and find the presence of 
pathogenic gas-producing anaérobes a not infrequent oc- 
eurrence. Prophylactic polyanaérobic antitoxin should 
be given prior to amputation or other operative pro- 
cedure in such cases. 


SUMMARY 


Tetanus and gas gangrene have many points 
of similarity, and should be thought of simul- 
taneously as a potentiality in any wound contam- 
inated by soil, clothing and other foreign mate- 
rial. The diagnostic membrane in diphtheria 
corresponds to the dirt and foreign body, and as 
diphtheria antitoxin is given on seeing the mem- 
brane, so should antitetanic serum be given when 
there is dirt in a wound (MacConkey). In espe- 
cially suspicious cases, polyanaérobic antitoxin 
should be given. The first thought in treatment 
of tetanus should be adequate administration of 
concentrated antitetanic serum. Adequate dos- 
age is large dosage for the first days of the symp- 
toms. The preferable route is intravenously. 
Elimination of peripheral irritation and external 
stimuli is best accomplished by rectal administra- 
tion of sedatives and anesthetic agents. Further 
absorption of toxin is prevented by debridement 
of the wound and institution of antiseptic and 
oxidizing agents, preferably Dakin’s. 

Gas gangrene is the result of a multiplicity of 
bacteriological and tissue factors and the progress 
of the infection is a result of the operation of 
several vicious cycles. 


The basis of treatment in gas gangrene is the 
breaking of the vicious cycles, accomplished by 
(1) the elimination of the entire part involved 
or excision if localized; (2) wide exposure, thus 
eliminating as much as possible anaérobic condi- 


tions; and (3) administration of antitoxin. 
Transfusion of whole blood may be a determin- 


ing factor in recovery. The presence of gas- 
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producing, pathogenic anaérobes in chronic ulcers 
makes gas gangrene a possible complication of 
any surgical procedure directed to their removal, 
and the surgeon must be prepared to prevent or 
treat this complication. 
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HEALTH CONDITIONS IN THE UNITED 
STATES 

In a report recently made public by the United States 
Public Health Service, Surgeon General H. S. Cum- 
ming points out that for the past fiscal year health con- 
ditions throughout the United States were generally 
good, with the exception of certain diseases. The prev- 
alence of influenza and pneumonia was comparatively 
low during the year, and there were comparatively few 
deaths from these conditions. 

Yellow fever did not appear in the United States or 
its possessions during the year. Gratifying progress has 
been made in the control of this disease, which has not 
appeared in epidemic form in the United States since 
1905, but the presence of yellow fever in Brazil and 
Colombia in South America during the year showed 
that its introduction into the United States is possible, 
and the mosquito which spreads the disease is known 
to abound in certain areas in this country. 

Plague-infected rodents were found in the State of 
California, but no human cases were found in the 
United States or its possessions. Cases are likely to 
occur, however, as long as the infection exists in ro- 
dents. Plague was reported in many of the ports with 
which the United States has commerce. It was pres- 
ent during the year in all the grand divisions of the 
world, with the exception of Australia. 

Preliminary figures show a decrease in both the birth 
and death rate as compared with the preceding year. 
This is a continuation of the trend which has been not- 
ed in the statistics for most civilized countries for sev- 
eral decades. 

In 1928 there was an increase in the incidence of 
malaria. This disease has been disappearing from many 
parts of the United States where it was once prevalent. 
For 1929 the reports from 45 states showed a slight 
decrease in malaria deaths from the high figures of 
1928, but in some of the southern states where malaria 
is a serious problem, the reports of cases and deaths 
show increased prevalence in 1929 as compared with 
1928. 

The case and death rates for diphtheria have been 
decreasing for many years, and in the calendar year 
1929 these rates reached new low records. Forty-five 
states reported 71.4 cases of diphtheria and 6.6 deaths 
per 100,000 population. Ten years ago, in 1919, 37 states 
reported 137 cases of diphtheria per 100,000 population, 
and the diphtheria death rate in 32 states was 13 per 
100,000. These were low rates at that time, but the 
1929 rates are nearly 50 per cent lower. There is no 
doubt that the use of antitoxin and immunization 
against diphtheria has contributed to the remarkable 
decline in the number of diphtheria cases and deaths. 
If these agencies had been more generally used, the im- 
provement would have been greater. 


The incidence of meningococcus meningitis has stead- 
ily increased since 1924 to the winter of 1930. But in 
the spring of 1930, the number of cases dropped below 
the figures for 1929. 


The prevalence of pellagra has been increasing for 
several years. In 1924 the pellagra death rate computed 
from reports to the Public Health Service was 2.5 per 
100,000 population. The rate rose steadily until 1928, 
when it was 5.7 per 100,000 (based on reports from 45 
states). For the calendar year 1929 the pellagra death 
rate was 5.5 per 100,000 population. 

During the calendar year 1929, the incidence of in- 
fantile paralysis was lower than it had been since 1926, 
but by the end of June, 1930, there was a marked in- 
crease in the number of cases reported. Reports of 
unusual prevalence of this condition were received from 
communities in widely separated parts of the United 
States. This disease normally reaches its greatest in- 
cidence in this country in the late summer and early 
fall. 

For three years, at least, the incidence of smallpox 
in the United States has been increasing. Forty-five 
states reported 34,685 cases of smallpox in 1927, 38,114 
cases in 1928 and 41,458 cases in 1929. The disease was 
of the mild type and in the 45 states only 442 deaths 
were recorded during the three years; yet, the 114,000 
cases of smallpox represent an incalculable amount of 
suffering and a large economic loss to the country, all 
of which could have been avoided by vaccination and 
revaccination. One danger in smallpox lies in the fact 
that the virulent type of the disease may appear at any 
time in a community not protected by vaccination, and 
before the disease can be checked it may take many 
lives. 

Low records were also reported during the year 1929 
for tuberculosis and typhoid fever. 


Nine hundred seventy-five cases of undulant (Malta) 
fever were reported to the Public Health Service for 


the calendar year 1929, with 41 deaths. The importance 
of undulant fever becomes more apparent as more is 
learned of the disease. 


Tularemia is much more widespread than it was 
thought to be when the disease was discovered. The 
reports are not complete, but in 1929, 461 cases and 36 
deaths were reported to the Public Health Service. 


The mild type of typhus fever, which differs in some 
respects from the Old World typhus and from the 
form of typhus which is endemic in Mexico, was re- 
ported during the year 1929 in a number of states, es- 
pecially in the southeastern part of the United States. 
Incomplete reports showed 239 cases of typhus fever 
and 16 deaths from this disease in 18 states during 1929. 
—Health News, U. S. Public Health Service, January 4, 
1931. 








ACUTE TRAUMATIC SURGERY OF THE ABDOMEN* 
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— the ever increasing number of auto- 
mobile accidents the early diagnosis and 
adequate treatment of non-penetrating injury to 
the abdomen is assuming greater importance. It 
is important to determine whether an individual 
who has received a blow to his abdomen is suf- 
fering from a simple contusion requiring con- 
servative treatment, or whether he has a severe 
intra-abdominal injury demanding operative in- 
tervention. Exploration of every case is unwar- 
ranted, because an unnecessary operation may 
deprive the individual of his chance of life. 
Operative interference is most effective when 
instituted before the symptoms of visceral injury 
are immutably present. 


I have recently reviewed the records of ninety- 
four non-penetrating injuries treated on our serv- 
ice at the Cook County Hospital in which the 
diagnosis was confirmed by operation or a psy. 
In kidney injuries the presence of hematu’ was 
accepted as evidence of injury to the k° cey or 
bladder. 

This series shows evidence of kidney injury in 
thirty-three cases, liver in twenty-three, spleen in 
fourteen, bladder in fourteen, intestine in ten, 
gall-bladder in two, mesentery in one, and epi- 
gastric vessels in two. 

Evidence of kidney injury was present more 
frequently than that of any other organ. The 
high incidence of kidney injury is explained by 
the fact that the presence of hematuria, which 
occurs in about 95 per cent of cases of trauma 
to the kidney, enables us to diagnose slight de- 
grees of kidney injury that would otherwise go 
on to spontaneous repair unnoticed. 

The most common cause of injury was direct 
violence over the kidney area. Indirect violence 
such as a fall on a portion of the body remote 
from the kidney, and violence from muscular 
effort, as, for example, in preventing a fall, were 
less common. Kust, in attempting to explain the 
mechanism of kidney injury, showed experiment- 
ally that the violence causes a sudden increase in 
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the intrarenal hydrostatic pressure with result- 
ant rupture of the tubules. The line of rupture 
extends radially from the pelvis. The extent of 
injury may vary from a partial to complete rup- 
ture of the kidney parenchyma, avulsion of the 
pedicle or pelvis, or rupture of the peritoneum 
overlying the kidney with extravasation of blood 
and urine into the peritoneal cavity. 

In this series the right kidney was injured in 
nineteen cases and the left in fourteen cases. 
The right kidney is anatomically more or less 
fixed by the liver, so that it cannot escape an im- 
pact. The left kidney, however, is mobile and 
may be displaced instead of injured by a blow. 

Hematuria is the most common finding asso- 
ciated with injury to the renal parenchyma. 
Blood is usually present in the first voiding, but 
it may be delayed from two to three days. 
Hematuria may be absent in avulsion injuries of 
the kidney pedicle, pelvis or ureter. 

Pain over the renai area is usually moderate 
and constant, but it may be severe and sometimes 
simulates renal colic. 

Extravasation of blood and urine from renal 
injury may manifest itself in several ways. 
There may be a tumor mass in the kidney area, 
or the swelling may extend into the groin. 
Spasm of the lumbar muscles may be so intense 
as to flatten or obliterate the normal contour of 
the affected side. When the blood or urine gains 
access to the peritoneal cavity the classical signs 
and symptoms of peritonitis may develop. 

Exclusion of other traumatic causes of hema- 
turia, such as injuries to the bladder or urethra, 
is necessary before the diagnosis of renal damage 
is reasonably certain. 

The treatment of such injuries should be guid- 
ed by the intensity of the hematuria or signs of 
internal hemorrhage. Patients with hematuria 
following an apparently slight injury should be 
confined to bed for one week after the micro- 
scopic signs of blood in the urine have disap- 
peared. Patients with a moderately severe kid- 
ney injury are treated usually conservatively but 
close watch for increasing hemorrhage or infec- 
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tion must be maintained. When the life of a 
patient is endangered by a severe initial hemor- 
rhage or one which extends over a period of sev- 
eral days, an exploration of the injured kidney is 
advisable. Again conservatism should be ad- 
hered to and as much kidney parenchyma as 
possible saved. Tamponage suture and partial 
nephrectomy may he possible in some cases. 
However, in avulsion injuries or multiple lacera- 
tions of the renal substance total nephrectomy is 
necessary. 

Rupture of the urinary bladder occurred in 
fourteen cases in this series. Rupture of the 
bladder usually occurs when it is distended ; the 
greater the distention, the greater the vulnerabil- 
ity. An empty bladder, or one containing only a 
small amount of urine, lies in the true pelvis and 
receives protection from external violence by its 
bony walls. Injury to the bladder in this state 
is usually secondary to fracture of the pelvic 
bones. The distended bladder projects above the 
symphysis pubis and is, therefore, exposed to 
injury from blows to the abdominal wall. This 
accounts for the greater incidence in chronic 
alcoholics, prostatics and patients with paralytic 
bladders. 

Rupture of the urinary bladder may be in- 
traperitoneal (12 cases) or extraperitoneal (2 
cases). In intraperitoneal rupture the tear is 
usually present in the posterior median portion 
of the fundus, whereas in extraperitoneal rupture 
it is usually anterior. 

The symptoms and signs vary according to the 
site of rupture. Intraperitoneal extravasation 
results in diffusion of urine throughout the peri- 
toneal cavity and manifests itself as diffuse peri- 
tonitis. There may be an urgency but the pa- 
tient is unable to urinate. Extraperitoneal rup- 
ture results in extravasation of urine into the 
perivesical spaces. A tumor may be palpable in 
the lower abdomen or pelvis. Later this may 
become secondarily infected with resultant cellu- 
litis. ¥ 

Catheterization usually yields only a small 
amount of bloody urine. When the catheter 
passes through the tear in the bladder wall large 
quantities of urine or, bloody fluid may return. 
In one of our patients 7,795 c.c. was obtained 
in this manner. When this occurs the fluid flows 
with diminished force and may fluctuate with the 
respiratory movements. 


Other tests include the introduction of a meas- 
ured amount of water into the bladder, then not- 
ing the amount returned. Decrease in the 
amount returned is evidence of rupture. In 
small perforations, however, this may not be 
true. Vaughan and Rudnick in 1924 described a 
valuable test. During fluoroscopic examination 
about 400 c.c. of air is injected into the bladder. 
An intact bladder has a round regular outline. 
If a rupture is present, no matter how small, air 
will pass extravesically into the peritoneal cavity 
or the perivesical tissues. When positive, this 
test is diagnostic of ruptured bladder. This test 
was attempted in five cases in this series and was 
positive in four. In one case the cystogram had 
a smooth outline and no air was seen to escape 
into the free peritoneal cavity. At operation a 
sealed perforation was found in the fundus of 
the bladder. All cases of ruptured bladder 
should be operated upon, with repair of the rup- 
ture and drainage of the bladder by retention 
catheter. 


Rupture of the spleen occurred in fourteen 
cases in this series. Subcutaneous rupture of the 
spleen usually results from direct violence over 
the splenic area. Indirect violence is uncom- 
mon. he damage of the spleen may vary from 
a subc ‘ular contusion to partial or complete 
tears of .e splenic parenchyma, or avulsion of 
the pediciv. Hemorrhage is usually profuse and 
continuou: although it may be stopped tempo- 
rarily by the formation of a subcapsular hema- 
toma or coagulum. These barriers may later 
give way and result in a severe secondary hemor- 
rhage. This occurred in one of our cases, an 
epileptic who was admitted to the neurological 
service immediately after a convulsion. He was 
apparently recovering from the effects of his 
convulsion, when, on the third day following his 
admission, he suddenly developed symptoms of 
internal hemorrhage and died. Autopsy re- 
vealed a ruptured spleen. 


The symptoms of ruptured spleen are those 
of hemorrhage associated with symptoms of ab- 
dominal injury. The initial shock is severe, 
probably the result of the severe hemorrhage. 
Pain is usually localized to the left upper quad- 
rant, although some diffuse abdominal pain may 
be present. Local tenderness and rigidity over 
the splenic arc are present in the majority of 
cases. Shifting dullness in the flanks is present 
with large hemorrhages. The symptoms of sec- 
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ondary or delayed hemorrhage may occur from 
three to six days after injury. 
The treatment of a ruptured spleen is imme- 
diate operation. To delay operation is merely to 
allow the hemorrhage to continue and the pa- 
tient to become exsanguinated. Blood trans- 
fusion is given whenever possible, preferably 
after the source of bleeding has been removed. 
It is also of great value pre-operatively in in- 
dividuals suffering from severe shock and loss of 
blood. The type of operation depends upon the 
condition of the patient and the pathology found 
in the spleen. Tamponage may be used, if the 
patient is in poor condition. This method car- 
ries the danger of secondary hemorrhage and 
infection. Suture of the spleen may be indicated 
in small ruptures on the upper surface of the 
spleen. It is of little value in extensive ruptures, 
especially if they involve the lower surface of 
the spleen. Splenectomy is the operation of 
choice. Removal of the spleen apparently has 
little effect upon the individual. There may be 
a slight secondary anemia and a moderate leu- 
kocytosis that may last for years. Lee reported 
a case which showed that the splenic tissue cells 
that are extravasated with the blood throughout 
the peritoneal cavity may become implanted on 
the visceral and parietal peritoneum and develop 
into nodules, varying in size up to those a half 
inch in diameter. These nodules undoubtedly 
take up the function of the spleen and are his- 
tologically described as typical splenic tissue. 


Rupture of the liver was found in twenty-three 
cases in this series. Liver injuries were very 
often complicated by severe injury to other or- 
gans or fractures of bones. The liver, by virtue 
of its position between the ribs and the vertebral 
column and of its heavy and inelastic paren- 
chyma, is easily ruptured. The violence may 
be directly over the liver. Indirect violence is 
less common, although a fall from a height, with 
the individual landing on his feet, may cause the 
liver to be torn from its attachments to the dia- 
phragm. The right lobe is injured about six 
times as frequently as the left, the convex sur- 
face twice as often as the concave. The injury 
may vary from a superficial rupture to complete 
tears through the entire organ. 


The symptoms of ruptured liver in general are 
those of internal hemorrhage with symptoms of 
Pain and tenderness over the he- 
patic area may be evident in some cases. Diffuse 


local trauma. 
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abdominal pain may likewise be present in some. 
Pain radiating to the shoulder is not uncommon. 
Dullness in the right flank may be present, if the 
hemorrhage is severe. 

The treatment of ruptured liver depends upon 
the amount of hemorrhage that has occurred. 
The greatest danger of hemorrhage, as shown by 
Edler, is during the first twenty-four hours fol- 
lowing rupture. After this, the hemorrhage 
generally ceases spontaneously. In the absence 
of marked rigidity of the abdominal muscles, in- 
creasing abdominal pain and the usual symptoms 
of severe internal hemorrhage, the patient may 
be treated conservatively. He should be watched 
for symptoms of secondary hemorrhage or infec- 
tion. If symptoms of progressive internal 
hemorrhage appear, there is no choice but to 
operate. The injury to the liver may be sutured 
by blunt needles or packed. 

Rupture of the liver in one case of this series 
was associated with rupture of the gallbladder. 
In one case the gallbladder alone was ruptured. 

The symptoms of rupture of the gallbladder or 
biliary passages are those of a local or diffuse 
chemical peritonitis. About half of the cases 
show the development of a cystic swelling in the 
immediate neighborhood of the liver. Jaundice 
is uncommon with rupture of the liver, occurring 
in only 4.75 per cent of the cases. It is, how- 
ever, very common in injuries to the gallbladder 
or biliary passages, occurring in about 65 per 
cent of cases. In the majority of cases jaundice 
appears within a few days. It may occasionally 
be delayed for several weeks. 

Immediate operation is the treatment of choice. 
Suture and drainage of the gallbladder or a chol- 
ecystectomy may be necessary. 

Rupture of the intestines occurred in ten cases. 
The portions of the intestine most easily ruptured 
are the upper jejunum and lower ileum. These 
portions, because of their short mesentery, are 
more likely to be found in front of the lumbar 
vertebre and are most liable to be crushed by 
blows to the abdominal wall. The duodeno- 
jejunal junction may be torn from its attachment 
to the ligament of Treitz. This, however, is un- 
common, occurring in only three cases of a series 
of 132 cases of ruptured intestine reported by 
Berry and Guiseppe. The intestines may burst 
from a blow to the abdominal wall. This must 
be rare, since it can occur only when the intes- 
tines contain an unusually large amount of fluid 
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or gas, or are obstructed. Multiple ruptures of 
the intestines are not uncommon, and the lesions 
are usually close together. 

The symptoms of rupture of the intestines are 
variable. The symptoms of shock are frequently 
absent in the early stages and are often present 
in abdominal contusions in which the intestine 
remains uninjured. It is of little value in the 
early diagnosis of injury to the intestine. 

Pain may be continuous and increasing in 
severity and is a most reliable symptom. It may 
extend or gradually shift in position. Vomiting 
is frequent and, if associated with pain, is quite 
suggestive of a ruptured intestine. Rigidity of 
the abdominal wall is a very valuable symptom, if 
it persists for more than a few hours after the 
accident. Pulse and temperature are not reliable 
in the early stages, but as peritonitis develops, 
they tend to rise. 

Obliteration of the liver dullness, especially if 
percussion is made along the right axillary line 
with the patient lying on his left side, is a very 
valuable sign. A much more dependable sign 
is the demonstration of free air in the peritoneal 
cavity by fluoroscopic examination. Although 
the presence of free air is pathognomonic of a 
rupture of an air-containing viscus, its absence 
does not rule out injury to the intestine. 

All cases of abdominal injury in which the 
symptoms are at first indefinite should be kept 
under close observation for symptoms of peri- 
tonitis. The increase in severity and a shifting 
of the abdominal pain are of value. The grad- 
ual rise in the pulse rate in the absence of the 
usual symptoms of hemorrhage and a gradual 
rise in the temperature and leukocyte count are 
indicative of a spreading peritonitis and demand 
immediate operation. 

Immediate operation is indicated in all early 
cases of rupture of the intestine. Conservatism 
may be advised in cases first seen four or five 
days after the injury. An operation at this time 
may break up the limiting adhesions that nature 
has laid down to wall off the perforation, there- 
by converting a local into a diffuse peritonitis. 
A later operation for the drainage of an abscess 
or repair of a fecal fistula is less dangerous. 

Some cases of ruptured intestine recover spon- 
taneously, with or without abscess formation. In 
this series one case was operated upon for an in- 
testinal obstruction six weeks after an injury to 
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the abdomen that was treated conservatively. At 
operation a walled off perforation was found in 
the ileum, and there was an intestinal obstruc- 
tion from the strangulation of a loop of gut that 
had entered a traumatic vent in the mesentery. 

Rupture of the pancreas occurred in three 
cases of this series. The prevertebral portion of 
the gland alone may be injured. The rupture 
may involve only the parenchyma, leaving the 
duct intact, or it may include the duct with the 
resultant extravasation of large quantities of 
pancreatic juice in the lesser, and, at times, the 
greater peritoneal cavity. 

There are no special signs or symptoms of rup- 
ture of the pancreas. One must rely upon the 
steadily increasing severity of the symptoms fol- 
lowing upper abdominal injuries. The shock 
deepens, pain becomes marked and the symptoms 
of peritonitis are prominent. 

Patients with these symptoms are usually sub- 
jected to an exploratory laparotomy. During 
this type of operation it is important not to over- 
look the pancreas, which may be adequately ex- 
plored through the gastro-hepatic omentum. 
Care must be taken not to soil the peritoneal cav- 
ity with pancreatic juice. The bleeding may be 
carefully arrested by ligature en masse, or, pref- 
erably, by suture. If the tail of the gland is 
badly crushed, a resection of this portion may 
be performed. Drainage may be established 
through the anterior wound or through a special 
posterior wound. If the duct has been injured 
there may be a copious drainage of pancreatic 
secretions. In one case of this series a fistula 
formed from which pure pancreatic juice was 
obtained. 

There are milder degrees of pancreatic injury 
not demanding immediate operation. These may 
give rise to large pancreatic cysts. One case 
of this series developed a large pancreatic cyst 
two weeks after a blow to the upper abdomen. 

The mesentery should always be explored dur- 
ing operations for abdominal injuries. Tears of 
the mesentery may give rise to copious hemor- 
rhages. If these tears are not repaired they may 
become the site of an internal hernia and, pos- 
sibly, strangulation of the gut, as in the case 
cited. 

Rupture of the epigastric vessels is not uncom- 
mon. A large hematoma may form and this 
must be differentiated from an intra-abdominal 
mass. The hemorrhage usually ceases sponta- 
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neously and the hematoma absorbs without sur- 
gical intervention. 


CONCLUSIONS 


Non-penetrating injuries of the abdomen may 
be divided from a surgical standpoint into two 
groups. 

Group 1 includes those patients who suffer 
severe injury to one or more viscera, along with 
single or multiple fractures. These patients are 
in profound shock and usually succumb in a few 
hours, or, at most, within one to two days. 
Since the severity and multiplicity of the trau- 
mata precludes the possibility of operative inter- 
vention, these cases are of no great surgical 
interest. , 

Group 2 includes those cases with less exten- 
sive injury, such as rupture of one organ, gen- 
erally unaccompanied by a serious fracture. It 
is this second group which commands the diag- 
nostic skill and surgical judgment of the attend- 
ing surgeon, for here it is necessary to determine 
not only the extent of injury, but also the ad- 
visability of operative intervention. 

The symptoms and signs of subcutaneous ab- 
dominal injuries can be divided into general and 


specific. The general manifestations ificlude pri- 
mary shock, abdominal pain, tenderness, and, at 
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times, rigidity. (The specific symptoms depend 
upon the organ involved and permit identifica- 
tion of the structure damaged.) Unless one 
knows which organ is traumatized the advisabil- 
ity of operation is often in question. For in- 
stance, an injury to the left loin might result in 
a ruptured spleen or kidney. The former should 
be treated by operation, but the latter, perhaps in 
most instances, conservatively. All available data 
and all diagnostic aids, including the x-ray, are 
frequently necessary to determine pre-operatively 
the type of injury present. No patient should 
be subjected to operation until a thorough im- 
mediate study has been made. The time required 
for this study is no longer than the time needed 
to “set up” an operating room, provided the ex- 
aminer possesses the requisite knowledge. By 
“requisite knowledge” is meant familiarity with 
the symptoms and signs characteristic of injury 
to the individual structures as outlined in the 
body of the paper. 

In spite of the most painstaking investigation 
there remains a certain percentage of cases in 
which the site of damage remains obscure. In 
these cases it is unwise to wait or resort to diag- 
nostic measures which are time-consuming. Lap- 
arotomy is the only safe procedure in doubtful 
cases when the patient is seen early. 





COFFEY-HUMBER TREATMENT FOR CANCER 


Recent developments in the Coffey-Humber treat- 
ment of cancer emphasize the fact that the history of 
investigations of new methods for the treatment of 
cancer is marked by the wreckage of dozens of scientific 
reputations, by the bodies of patients, and by bitter con- 
troversy among scientific men. Such conditions estab- 
lish again the importance of provision within organ- 
ized medicine for careful study and judgment of new 
methods before they are given circulation to the medical 
profession or to the public. Had the proponents of 
the Coffey-Humber method seen fit from the first to 
follow established custom in the introduction of their 
technic and their results, had they consulted the Council 
on Pharmacy and Chemistry as to the proper method 
of introducing a new proprietary, they might have 
avoided all the acrimony, the criticism, and certainly 
all the notoriety that has been their lot. (Jour. A. M. 
A,. November 1, 1930, p. 1349.) 


THE VREELANDS QUACKERY AGAIN 

Recently the Jour. A. M. A. published an article, “The 
Vreelands Quackery,” regarding a fraudulent grow- 
hair-quick concern run by one Clayt Vreeland of 
Cleveland, Ohio. In this article it was brought out 
that among the testimonials used was one from a phy- 
sician, Dr. C. J. Cannon. Dr. Cannon believes that the 
reference to his testimonial did him an injustice be- 
cause it was used without his consent: The fact re- 
mains that he gave the testimonial and further that 
he should have been aware of its use. In 1928 a lay- 
man wrote to Dr. Cannon stating that he had read 
the data received from Vreeland and saw his letter 
there. The layman asked for the reasons why he con- 
sidered the preparation good and Dr. Cannon replied 
that he considered the people honest and reliable and 
suggested that he call at their office for examination 
and advice. (Jour. A. M. A., August 23, 1930, p. 613.) 





HEPATIC ABSCESS FOLLOWING ACUTE APPENDICITIS 
WITH RECOVERY* 
REPORT OF CASE 


Ernest R. Anperson, M.D., and R. C. Wess, M.D. 
Minneapolis 


BSCESS of the liver is one of the most 

dreaded complications of appendicitis. 
According to Loison,®° Waller, in 1846, de- 
scribed the earliest case that is recorded in the 
literature. Other early cases are reported; 
one by Hillariet* in 1849 and one, in 1854, by 
Buhl,* who described a case of multiple ab- 
scess of the liver following appendicitis. The 
cases reported in the early literature were of 
autopsy findings. The condition was consid- 
ered as a rare occurrence and invariably fatal. 
Dieulafoy® in 1898 considered that hepatic ab- 
scess secondary to appendicitis was always fa- 
tal. Deaver™ in 1921 states that they have 
never seen a case of liver abscess following ap- 
pendicitis recover. 


When Loison* reported to the Societié de 
Chirurgie de Paris in 1900 a case of hepatic 
abscess following appendicitis that recovered, 
Poirier and Tuffier questioned the diagnosis. 
The earliest case of hepatic abscess, secondary 
to appendicitis which recovered after surgery, 
is the one reported by Korte* in 1892. In the 
more recent surgical literature there have been 
recorded cases of recovery from hepatic ab- 
scess following appendicitis. 


The following is a case record of a liver ab- 
scess complicating acute appendicitis with re- 
covery. 


CASE REPORT 


R. W., a male, aged 15, was admitted to the Abbott 
Hospital, Minneapolis, September fourteenth. The pa- 
tient had always been in good health prior to Septem- 
ber 12, 1929, when at 2 a. m. he began to have ab- 
dominal cramps which were generalized and per- 
sistent, not associated with nausea or vomiting. 
The following day he went to school. On Septem- 
ber 13th he remained at home and took only a 
liquid diet. The next day he was still ill and was 
given a cathartic. At 2 p. m. on that same day, Sep- 
tember 14th, he began to have pain localized in the 
lower right quadrant of the abdomen. Dr. E. J. Huene- 


nme before the Minneapolis Surgical Society, October 2, 
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kens saw him at 6 p. m. and made the diagnosis of 
acute appendicitis with peritonitis. He arrived at the 
hospital at 7:10 p. m. having a temperature 100.2 de- 
grees, pulse 112 and respiration 22. At 8 p. m. appen- 
dectomy was performed. A ruptured gangrenous ap- 
pendix was removed and an inversion of the appen- 
dical stump was done. A generalized peritonitis with 
turbid fluid in the peritoneal cavity was present. A 
tubular rubber dam drain was placed into the pelvis 
and one was passed in the lateral gutter between the 
ascending colon’ and the parietal wall. A Gibson* 
rubber dam tampon drain was inserted in the McBur- 
ney incision and no closure with sutures was done. 


The postoperative period was stormy. On the third 
day the temperature rose to 103.8 degrees and then 
gradually receded so that it was between 98.4 and 100.6 
degrees until the twelfth postoperative day. From that 
day on the temperature curve was of the septic type 
ranging from 98.4 to 1044 degrees. There were no 
chills accompanying the elevation of the temperature. 
The patient had spells of profuse perspiration. 

From the first postoperative day there was abdom- 
inal distention and some emesis until the seventh day 
postoperatively. Beginning September 20th the patient 
complained daily of shooting pains in the lower left 
chest anteriorly and on September 25th began to have 
pain in the lower part of the right chest anteriorly. On 
deep breathing pain was produced. The pain persisted 
and on October 2nd tenderness developed below the 
right costal margin. The liver was enlarged and a 
bulging of the abdominal wall, which was tender, was 
noted in the right upper abdominal quadrant. 


The patient at times presented a picture of being 
drowsy, listless, and extremely ill; and then again 
there were intervals when he was alert and bright. 
There was no jaundice of the sclera or skin present. 


Clinical and #-ray examinations showed the lungs 
normal. On September 25th the leukocyte count was 
27,000, the differential count: polymorphonuclears 81 
per cent, small lymphocytes 14 per cent, large mononu- 
clears 4.5 per cent, and eosinophiles 0.5 per cent. On 
October 3rd the leukocyte count was 26,000, the dif- 
ferential count being: polymorphonuclears 79.5 per 
cent, small lymphocytes 15 per cent, large mononuclears 
5 per cent, and basophiles 0.5 per cent. The urinalysis 
on September 25 was: Sp. Gr. 1.012, amber color, clear, 
alkaline reaction, very faint trace albumin, no sugar, 
and 1 to 2 pus cells were present. The test for biliary 
pigments was not performed. 


On October 5, under nitrous oxide and oxygen anes- 
thesia, a laparotomy was performed, making an ex- 
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posure of the liver through an upper right rectus in- 
cision. The inferior edge of the liver was fastened to 
the anterior parietal peritoneum 3.5 inches below the 
costal margin. The adhesions were not disturbed. On 
the anterior surface of the right lobe of the liver there 
was a soft bulging two inches in diameter. The over- 
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lying liver tissue was speckled with yellowish pinhead- 
sized spots. 

An aspirating needle was inserted and pus obtained 
from a depth of one inch. The opening into the ab- 
scess was made by inserting a clamp along the needle 
and by spreading the points of the forceps. The ab- 
scess cavity was irregular and slightly larger than an 
English walnut. A gauze pack was placed in the ab- 
scess cavity. A direct smear of the aspirated material 
showed many pus cells. Culturing the same material 
produced an abundant growth of B. coli. 

The temperature gradually became lower and from 
November 5th it remained normal. The second incision 
was healed October 19th. The patient was discharged 
from the hospital November 11th. Since then he has 
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gradually gained in weight and now is a normal boy for 
his age. 
INCIDENCE 


The occurrence of hepatic abscess following 
appendicitis varies but slightly in the recent 


Dy.R.C. Webb 
Dy H. MW 
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series that have been reported. Eliason’® 
states that in 2,237 cases of acute appendicitis 
operated at the University of Pennsylvania 
Hospital three cases of liver abscess developed, 
making an incidence of 0.13 per cent. In a 
series of 1,650 cases of appendicitis, Lind- 
quist”® had four cases (0.24 per cent) of hepat- 
ic abscess. He states that Petren found ab- 
scess of the liver developing in 0.3-0.4 per cent 
of the cases of appendicitis. Krogius, as 
quoted by Babler,? observed two cases (0.2 
per cent) of liver abscess in 1,000 cases of ap- 
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pendicitis. In 2,714 cases Rendle Short’ 
found suppurative phlebitis occurring 0.4 per 
cent. Two cases (0.11 per cent) of hepatic 
abscess were observed by Stillman® in a series 
of 1,748 cases of appendicitis. 

In the early literature the incidence reported 
is higher. Gerster** in 1,189 cases observed 
nine (0.7 per cent) of hepatic abscess. 
Munro* estimated the occurrence of hepatic 
abscess to be 5 to 10 per cent in all cases of 
appendicitis. In 257 cases Fitz’® found eleven 
(4.2 per cent). Five per cent of 546 post mor- 
tem examinations of patients dying of appendi- 
citis were found by Armstrong™ to have had 
liver abscess and pylephlebitis. 

MORTALITY 


It has been taught that the mortality in he- 
patic abscess following appendicitis is very 
high. This is stated in the text books on the 
subject and the experience of the early sur- 
geons and pathologists seems to corroborate 
this fact. In the series which have been re- 
ported more recently we obtain encouragement. 
Petren” reports twenty-two cases which were 
operated upon that ended in recovery. Elia- 
son’® in 1926 collected from the literature 
fifty-three cases with a mortality of 59 per cent 
and to this he added fourteen cases, seven of 
which resulted in recovery. That reduced the 
mortality to 54 per cent. Since then, cures 
have been reported by De Planque,** Redk,®* 
Barnes and Pearson,* George®® and Lind- 
quist,28—one case by each author. During 
that same time hepatic abscesses following ap- 
pendicitis, which were operated upon and 
ended fatally, were recorded by Reok,** Mar- 
tini and Staemmler,®? Navarro,** and Nieweg,*’ 
each having had one case, and Lindquist*® 
three. 

Including the case reported in this paper, 
there are six recoveries in a total of thirteen 
cases which have been reported in the litera- 
ture since Eliason’s’® series. The mortality in 
these thirteen cases is 54 per cent, which is the 
figure that occurred in the collected cases of 
Eliason. With the chance of helping about 
one-half of these hepatic abscesses following 
appendicitis, surgical intervention is justified. 
Formerly when no surgical procedure was in- 
stituted, these patients died. 

MODE OF INFECTION 


The routes by which the infection travels to 
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the liver from the appendical region, are read- 
ily understood when the anatomy is kept in 
mind. The most common route is for the 
infection to be carried along the portal sys- 
tem. From the veins which drain the infected 
appendical region, bacteria or infected emboli 
get into the portal circulation, traveling by way 
of the ileocecal, ileocolic, and superior mes- 
enteric veins into the portal vein and then 
into the liver. The infected material can 
travel through these veins without establish- 
ing an inflammatory process and be lodged in 
the liver to be the nidus for the development 
of an hepatic abscess. This mode of infection 
is apparently the route the infection traveled 
in the case herein reported. 

With appendicitis there is associated a 
lymphangitis and lymphadenitis. The regional 
lymph drainage from the appendix is into the 
retroperitoneal tissue and toward the dia- 
phragm. The septic material from the ap- 
pendix can produce a retroperitoneal inflam- 
matory process with abscess formation and 
from such a focus hepatic abscess can form. 
Lindquist®® reports a case where this mode of 
infection was the possible route. 


If a general septicemia follows an appendi- 
citis it is possible for an hepatic abscess to 
originate from infectious material entering 
through the hepatic artery. This means that 
the infection arising from the appendix may 
have passed through the liver and then en- 
tered the general circulation to establish the 
septicemia. The prognosis in these cases is 
very grave, as the generalized septicemia is 
more than the organism can withstand. Sev- 
eral abscesses scattered throughout the body 
may be produced, the hepatic abscess being 
only a local manifestation in the liver of what 
is occurring throughout the system. 


Hepatic abscess can be produced by contig- 
uous abscesses that occur following appendi- 


citis. Subhepatic abscess or a subphrenic ab- 
scess that has formed from an appendicitis can 
extend into the liver and involve the paren- 
chyma of that organ. A breaking down of the 
tissue with the formation of an abscess in the 
liver results. These cases do not often occur. 
However, the reverse of this situation hap- 
pens: an hepatic abscess is formed and found 
situated near the surface of the liver; it breaks 
through the capsule, forming an abscess sub- 
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phrenically or an abscess at whatever point it 
ruptures. 

Infection from an appendicitis which has 
produced an inflammatory condition of the bil- 
iary system, as is manifested in some cases by 
the occurrence of jaundice, can be the source 
of the formation of hepatic abscess. The ab- 
scesses and inflammatory process have been 
found to be distributed in the liver along the 
biliary system. The occurrence of this mode 
of infection is thought to be rare. 


PATHOLOGY 


The number of abscesses which have been 
found occurring in the liver following appendi- 
citis varies. There may be a single abscess or 
the liver may be riddled with a great number. 
The condition produced depends upon the 
amount of infectious material entering the 
liver. A single embolus may originate from 
the periappendical region and be carried to the 
liver to produce a solitary abscess. A single 
hepatic abscess may occur by the coalescence 
of several abscesses situated in close relation 
to one another. 

Where there is an abundance of bacteria car- 
ried to the liver from the appendical region 
or from a pylethrombophlebitis several ab- 
scesses are formed. A large amount of liver 
tissue can be destroyed by the formation of 
multiple abscesses and a severe degree of cho- 
lemia be produced. That, with the overwhelm- 
ing infection, usually proves fatal. 

Hepatic abscesses that have occurred have 
been of different sizes. Some were very small, 
being only minute spots in the liver; others 
were larger, approaching the size of amebic 
abscesses which are seen in the liver. Usually 
these secondary abscesses do not attain a large 
size. Some, however, are the size of an 
orange. The single abscesses are the ones 
that become the largest. 

The distribution of hepatic abscesses is not 
limited to any certain portion of the liver but 
may occur in any lobe. The greatest number 
of abscesses have been found in the right lobe. 
The abscesses occur in the right lobe five times 
more often than in the left... Sérége® thought 
that there were two currents of blood in the 
portal vein. He concluded that the flow from 
the superior mesenteric vein went to the right 
lobe and the blood from the inferior mesenteric 
and splenic veins flowed into the left lobe. He 
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made his conclusions from a study of India 
ink injections. From the experimental work 
of Dominici** one can not admit that there are 
two streams of blood in the portal vein. 

As there is a greater volume of liver paren- 
chyma in the right lobe and as the branch of 
the portal vein to the right lobe is of a larger 
caliber, it would seem that the chance of in- 
fectious material getting to the right lobe 
would be greater than to other portions of the 
liver. Because of the anatomical relationship 
it is easier for infectious material, no matter 
from what vein it originally comes, to enter 
the right branch of the portal vein. 

The abscesses may occur in any part of the 
liver. The parenchyma can be interspersed 
with multiple abscesses as seen in cases of ap- 
pendicitis where there has been a great deal of 
infectious material carried to the liver. A 
single hepatic abscess can form deep in the 
liver parenchmya or near the surface. Many 
times they are formed on the dome of the 
liver. Located in this region they may give 
findings that might be interpreted as a patho- 
logic process occurring in the base of the lung. 
When the abscess is situated on the anterior 
surface of the liver there may be signs of an 
upper abdominal disease, as a ruptured duo- 
denal or gastric ulcer, or gallbladder disease. 

Bacteriologic studies have revealed the same 
organisms in liver abscesses as have been re- 
covered from infected appendices. This list 
includes practically the entire group of pyo- 
genic bacteria. On culture, bacillus coli was 
found to be present in the hepatic abscess of 
the case herein reported. In Eliason’s*® group 
of cases, eight were cultured. In four, strep- 
tococcus ; in three, staphylococcus; and in one, 
bacillus coli were found. 


SYMPTOMS AND SIGNS 


The symptoms which occur in hepatic ab- 


scess are not at all constant. Because of the 
variance of the symptoms, the diagnosis of 
hepatic abscess is in many cases not made un- 
til the condition has been present for some 
time. The development of symptoms can be 
continuous with the onset of the appendicitis, 
as hepatic abscess has been known to have its 
origin in the first few hours of appendical dis- 
ease. Hepatic abscess may in other cases oc- 
cur several days or months after the primary 
attack of appendicitis. The appendicitis may 
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be an acute rapidly progressing condition or 
hepatic abscesses have been known to follow 
cases where the appendix was only mildly in- 
fected and in some cases, as recently reported 
by Nieweg,’? the original appendical process 
was entirely obscured and unrecognized. The 
recognition of a previously existing appendi- 
citis may in some of the cases be of help in 
finally determining the existence of an hepatic 
abscess. 


When an hepatic abscess secondary to ap- 
pendicitis exists, the elevation of the tempera- 
ture is a constant sign. The septic type of 
fever is in response to the infectious process. 
The fever may or may not be associated with 
chills. Gerster** states, “Chills accompanied 
by a rapid rise of temperature observed during 
the course of appendicitis, however mild as to 
the local symptoms, may and usually does 
signify the entrance of septic material into the 
portal and general circulation.” There may 
be repeated chills with an increase in the tem- 
perature or in other cases only chilly sensations 
may be present. 

Pain is often present but is not a constant 
symptom. The pain may be located in several 
places. It may be noticed in the right upper 
quadrant of the abdomen. Sometimes it is 
localized below the right costal margin and 
one may have it occur over the lower ribs of 
the right side. Some have had pains in the 
back and others have had referred pains in 
the right shoulder. 

The character of the pain varies; some pa- 
tients complain of a dull constant aching type 
of pain; others experience sharp intermittent 
pain. Where the abscess is located near the 


diaphragmatic surface, pleuritic type of pain 


occurs. Abscesses that are placed deep in the 


liver parenchyma frequently do not produce 
any pain. The location of the pain may indi- 
cate the place where the abscess has developed 
in the liver. 

When carefully looked for, tenderness of the 
liver is present a greater number of times than 
the complaint of pain. The elicitation of 
tenderness in some cases is made by very light 
pressure over the liver while in others Murphy 
percussion is required to verify the finding. 
In the case reported at this time the tender- 
ness was marked; the pressure of the bed 
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covers produced pain in the region over the 
liver. 

In a large number of hepatic abscesses that 
occur following appendicitis, jaundice is a 
prominent symptom. The jaundice is intense 
in some cases and in others very mild, being 
detected only in the sclera. The occurrence of 
excessive bile pigment in the circulating blood 
can not always be detected clinically but the 
laboratory will show its presence. 


The jaundice may appear early in the cdurse 
of the disease. Soon after the onset of the 
appendicitis the icterus may appear and it 
may be thought that an obstructive biliary 
condition exists. The early appearance of 
jaundice is an evidence that the liver is being 
called upon to take care of toxic material com- 
ing to it through the portal circulation. In 
cases of appendicitis that are not complicated 
by hepatic abscess, jaundice has been known to 
occur soon after the onset of the disease. 

When an abscess in the liver has formed, 
jaundice may occur. The destruction of the 
liver parenchyma may be so great that a cho- 
lemia results and the icterus becomes an estab- 
lished finding. With an hepatic abscess pres- 
ent there are cases where the jaundice does 
not occur nor is urobilin found. Eliason’® 
states that jaundice is invariably present. 

In some cases gastric disturbance may be a 
prominent symptom. There is a persistent 
and unrelieved nausea associated with emesis. 
Liquids or food are not retained and the main- 
tenance of the individual’s nutrition becomes 
a grave concern. Gastric disturbance can be 
entirely absent. This symptom is inconstant 
and does not aid materially in arriving at a 
diagnosis. 

With an intraphepatic process an increased 
volume of the liver is found. The amount of 
the increase varies. In some cases the en- 
largement is found only at autopsy while in 
others the increased size of the liver is easily 
detected clinically. The enlargement that oc- 
curs is uniform and the liver margin can be 
detected extending below the costal margin. 
Care should be exercised in determining the 
height of the superior hepatic margin, as one 
may interpret the finding of a low lying liver 
as being an enlarged liver, where the locating 
of the superior margin would give evidence 
of a normal liver volume. 
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In case there exists an abscess on the ante- 
rior surface or near the inferior margin, the 
liver may present clinically an irregularity on 
its surface. This is rare, as the majority of 
livers will present a uniform enlargement and 
the surface will be smooth. The enlargement is 
due to the swelling of the liver parenchyma 
in response to the presence of the inflamma- 
tory process. 

The edema of the tissue overlying the liver 
was a finding that was noted in the cases ob- 
served by Eliason.*® A thickening of the ab- 
dominal wall in the right upper quadrant and 
on the side of the abdomen which had the 
characteristics of a lymph edema was noted. 
The detection of the edema can be made by 
picking up the tissue of both flanks. By com- 
parison the side involved will be found to be 
thicker. In the fourteen cases observed by 
this writer, edema was found in eleven cases. 
This finding was not present in the case which 
is being reported. 

It has been noted that with hepatic abscess 
there is a marked degree of general malaise. 
In the beginning of the illness, the malaise 
present is usually of such degree ‘as is seen 


with a far advanced and severe pathological 


process. The physical findings in these cases 
are negative or very meager and out of pro- 
portion to the weakness which the individual 
has. The diagnosis will be doubtful until 
other findings develop as the condition pro- 
gresses. 

The leukocyte count will invariably be ele- 
vated in these cases. An increase in the per- 
centage of polymorphonuclear cells occurs. 
The leukocytosis varies from a slight increase 
to a count near 30,000. With the drainage of 
the abscess the leukocytosis diminishes. These 
findings in the blood are the same as are 
found in any case of an infectious process. 

In the urine, bile and bile pigments may be 
present. In one series reported, only one-third 
of the cases had urobilin present in the urine. 
As a diagnostic aid, the finding of bile pigment 
in the urine shows a disturbance of liver func- 
tion and, with the other clinical findings, helps 
to arrive at the diagnosis of hepatic abscess. 

The x-ray will in many cases give evidence 
of hepatic abscess. A raised diaphragm on 
the right side, which is found on fluoroscopic 
examination to be stationary, speaks for he- 
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patic disease. A subphrenic collection of pus 
gives an altered diaphragmatic shadow and, to 
differentiate it from an abscess in the liver, 
paracentesis will have to be resorted to in 
many cases. 

Roentgenograms have revealed changes in 
the base of the right lung and in the right 
pleural cavity in cases of liver abscess. There 
has been a thickening of the parenchyma in 
the base of the right lung and in some cases 
fluid has collected in the right pleural cavity. 
These findings have been interpreted as being 
of pneumonic origin and the hepatic process 
which existed was obscured. Christopher® has 
recorded a case in which liver abscesses and 
pylephlebitis secondary to a gangrenous ap- 
pendix simulated lung abscess. Some of the 
cases of Eliason’s*® series were diagnosed basal 
pneumonia. 

With the diagnosis of hepatic abscess sec- 
ondary to appendicitis difficult, on account of 
the varied symptomatology, one wonders how 
many of the pneumonias, diagnosed following 
inflammation of the appendix, are pneumonias. 
The edema of the tissue around the liver in 
cases of hepatic abscess can produce lung 
changes and exudation into the pleural cavity 
which will give clinical findings simulating 
pneumonia. In such type of cases the diag- 
nosis may be very difficult and tax the skilled 
surgeon. The occurrence of basal pneumonia 
following appendicitis should be regarded as 
a possible hepatic disease and be determined 
if necessary by aspiration. 

When the aspirating needle is used it should 
only be for the localization of the abscesses. 
With pyogenic abscesses the danger of spread- 
ing the infection to the pleura or to the peri- 
toneum is great, so preparation should be 
made, if an abscess cavity is entered, for in- 
cision and drainage. The place of the punc- 
ture is chosen over the area of greatest swell- 
ing or edema of the abdominal wall or over 
the place of the most tenderness. If the x-ray 
shows an elevated diaphragm, exploratory 
puncture is made under the diaphragm. 


TREATMENT 


The treatment of hepatic abscess following 
appendicitis can be considered as of a prophy- 
lactic nature and that which is concerned with 
the management of the established abscess. 
With the early diagnosis of all cases of ap- 
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pendicitis and the early removal of such ap- 
pendices the incidence of hepatic abscess will 
be lowered. The infectious foci will be re- 
moved and will not be the sites from which 
bacteria or infected thrombi can originate and 
enter the portal circulation. The’reduction in 
the occurrence of hepatic abscesses which has 
taken place in the last thirty years is in a great 
part due to the early recognition of appendi- 
citis and immediate operation. 

If at the time of the appendectomy the veins 
in the mesoappendix and periappendical veins 
are found thrombosed, there are some surgical 
procedures that can be done, which are cal- 
culated to reduce the possible development of 
hepatic abscess and pylephlebitis. These pro- 
cedures constitute: the removal of the thrombi, 
the incision and drainage of the thrombosed 
veins, the ligation and incision of the veins 
involved, the ligation of the ileocolic vein, or 
the ligation of the portal vein. Several sur- 
geons have reported cases where some prophy- 
lactic measure has been done. Gerster®* prac- 
tised the incision and drainage of the infected 
thrombosed veins that were found; Wilms" 
advised the removal of the veins in the ileo- 
cecal angle; Braun" performed the ligation of 
the ileocolic vein. Each has reported cases of 
In far advanced cases of thrombo- 
phlebitis and pylephlebitis Colp™* described the 
ligation of the portal vein in three cases with 
no recoveries. In regard to the prophylactic 
measures Thalhimer*! states, “Every case of 
acute appendicitis should be considered as an 
early case of potential pylephlebitis whether 
there is a history of chills or not. 


recovery. 


Conse- 
quently, the appendix and its neighborhood 
should always be carefully inspected for the 
presence of small thrombosed veins so that 
these can be dealt with.” 


The management of hepatic abscess fol- 
lowing appendicitis is like that of any pyogenic 
abscess that occurs in the liver from any 
cause. The object of the surgical measures is 
to establish drainage of the abscess. The 
approach of any hepatic abscess is determined 
by the findings and symptoms of each individ- 
ual case. The location of the abscess may be 
such that the method of choice is by making 
an incision in the right upper quadrant of the 
abdomen to expose the liver and drain the ab- 
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scess. This approach was used in the case 
reported at this time. 

Where the abscess is located on the anterior 
surface of the liver or on the convex surface, 
the approach will be different. A two stage 
transpleuro-diaphragmatic operation is utilized 
in approaching and draining the abscesses in 
the dome of the liver. Where the abscess is 
located on the anterior surface a rib resection 
can be done and a transdiaphragmatic ap- 
proach below the reflection of the parietal 
pleura be instituted. In some cases where the 
abscess is situated on the posterior surface of 
the liver a similar procedure can be carried out 
from the back. 

As the development of the hepatic abscess 
may remain obscured for a long time, the gen- 
eral condition of the patient will need suppor- 
tive treatment. The sepsis can be combated 
by using blood transfusions and by intravenous 
injections of glucose solution. These measures 
are sometimes necessary after the drainage of 
the hepatic abscess in cases where the individual 
is greatly weakened. 


COMMENT 


The occurrence of hepatic abscess following 
appendicitis does not necessarily mean a fatal 


condition. With the recognition of the liver 
abscess and the early establishment of drain- 
age, there is about a 50 per cent chance of re- 
covery. It is needless to say that with the 
opportunity of saving at least half, these liver 
abscesses should have the benefit of surgery. 
The factors which will perhaps improve the 
present mortality rate are: (1) early diag- 
nosis of appendicitis and early operation; (2) 
the recognition that the latent and recurring 
cases of appendicitis are sources of hepatic ab- 
scesses; (3) the carrying out of prophylactic 
measures in indicated cases; and (4) the early 
diagnosis of hepatic abscess and the early es- 
tablishment of drainage. 
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VAGINAL HERNIA* 
REPORT OF TWO CASES OPERATED 


E. K. Green, M.D., and L. K. Buzzette, M.D. 
Minneapolis 


bien term hernia is applied to a defect which 
allows the escape of structures normally held 
within a cavity. There seems to be a great deal 
of confusion as to just what constitutes a vaginal 
hernia. The pelvic floor, which normally acts 
as a barrier to the abdominal contents and serves 


Fig. 1. 


to hold the pelvic organs in position, is subject 


to all sorts of injuries and malformations. The 
repair of these abnormal conditions constitutes a 
large proportion of gynecological surgery. 

Dr. L. M. Miles of Peking, China, published 
an article in 1926 in Surgery, Gynecology and 
Obstetrics in which he reviewed the literature, 


*Presented before the annual meeting of the Minnesota State 
Medical Association, Duluth, July 15, 1930. 
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picked out nine cases which he considered typical, 
summarized them and reported two of his own. 
The subject of his article was Pelvic Hernia. 
In July, 1928, Dr. J. C. Masson of Rochester 
in the same magazine reported five cases of a 
similar nature operated upon at Rochester. The 


Diagram showing our classification. 


subject of his article was Vaginal Hernia. Ob- 
viously the distinguishing point in the minds of 
both of these authors is that the protrusion which 
presents itself at the vulva contains abdominal 
contents such as ascitic fluid or intestines. 

Some authors speak of all herniz in the region 
of the pelvis as pelvic herniz and subdivide them 
according to location or point of egress, while 
others describe each class separately. We sug- 
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gest the following classification, which is very 
similar to that of Dr. Fordyce Barker in his ar- 
ticle of 1876. 
Our classification is as follows: 
1. True Vaginal 
a. Anterior 
b. Posterior 
c. Post-operative 


2. Perineal 
3. Pudendal 
4. Complete Pelvic 

























Fig. 2. Case 1. Actual photograph taken on the operating 
table before operation. 


The anterior vaginal hernia dissects its way be- 
tween the uterus and the bladder, not necessarily 
producing a cystocele, and appears in the vaginal 
opening. 

The posterior vaginal passes posterior to the 
uterus and involves the vault of the vagina and 
recto-vaginal pouch. 

The post-operative hernia follows a hyster- 
ectomy and passes through the operative scar in 
the vault of the vagina. 

The perineal hernia passes down through the 
recto-vaginal pouch, leaving the vault of the va- 
gina practically normal, and pushes the vagina 
forward, appearing in the perineum, usually a 
little to one side or the other of the median line. 
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The pudendal hernia dissects its way down 
through the side of the pelvis and appears in the 
labia majora. 

The complete pelvic hernia involves all the 
structures of the pelvis. Besides containing in- 
testines or abdominal contents, we find the blad- 
der, uterus, rectum and vagina involved with 
much distortion and displacement. 

Our two cases according to this classification 
fall into the true vaginal type, one posterior and 
the other post-operative. 
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Fig. 3. Case 1. Flaps dissected up and the hernial sac pushed 
up into the abdominal cavity 





CASE REPORTS 


Case 1.—Mrs. G., fifty-two years of age, has had five 
labors. She was thirty-two at the time of her first 
labor, which was very difficult, and she was delivered 
with forceps by Dr. Green. 

She first came to our office with the present com- 
plaint in June, 1928, desiring a support. Operation was 
advised but she refused. 

She came back again January 15, 1929. Examination 
revealed a mass protruding from the vulva about four 
inches in width with two deep ulcerations. This mass 
contained intestines and was easily pushed through 
the vagina up into the abdominal cavity. The uterus 
was in good position, there was no appreciable cysto- 
cele and no definite rectocele, though the rectal wall 
was somewhat lax. She was first operated upon per 
vagina. The peritoneal sac was freed and pushed up 
into the abdominal cavity and packed with gauze. The 
redundant vaginal wall was removed and a high peri- 
neal repair was made, bringing the levators together 
after closing the sac with chronic purse-string sutures. 
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The abdomen was then opened, the gauze removed 
from the inverted sac, and the sac sewed to the poste- 
rior wall of the uterus. The culdesac was then closed 
after the manner of Moskowitz, suturing the bowel and 
uterus together in such a way as to obliterate the recto- 
vaginal pouch. 

Examination several weeks later showed no signs of 
recurrence. 


Case 2.—Mrs. P., sixty-two years of age, had had five 
children. The first at twenty-two years of age, was 
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Fig. 4. Case 1. Final perineal repair. 


delivered by a midwife with forceps. At forty-nine 
she was operated upon by the late Dr. J. Warren Little 
for complete uterine prolapse. A vaginal hysterectomy 
and perineal repair was done. 


She came to our office January 10, 1929, with a mass 
about the size of a small orange protruding through the 
vaginal scar and presenting at the vulva. The hernia, 
which occupied the whole vagina, contained intestines 
and could be easily reduced into the abdominal cavity. 
There was no cystocele or rectocele. 


Our operative procedure was as follows: The hernia 
was reduced and held in the abdomen by a piece of 
gauze on a forceps while the abdominal operation was 
begun. After freeing the peritoneum from the hernia, 
the vaginal portion was pushed down into the vagina, 
packed with gauze and left while the opening in the 
sac was closed by chromic purse-string sutures. The 
broad ligaments were brought together and sutured to 
reinforce the outlet. We then did the vaginal opera- 
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tion. The redundant tissues were removed and a high 
perineal repair was done. 

Examination some weeks later showed some laxness 
of the posterior vaginal wall but no recurrence of the 
hernia. 


LITERATURE 


In going over the literature it is interesting to 
note how the various’authors who have written 
on this subject classify their cases. 


Dr. Fordyce Barker as early as June, 1876, 
wrote an article in The American Journal of 
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Fig. 5. Case 1. Method of Moschowitz in fastening the 
bowel to the posterior wall of the uterus. 


Obstetrics, already referred to in this paper, on 
the subject of Vaginal Hernia, in which he re- 
ported four cases of his own, all complicating de- 
livery. He also mentioned nine other cases in 
the article and reported one as far back as 1710 
by Garengeot. These cases, however, are not suf- 
ficiently described to render them fit for classi- 
fication. 


Nine years later, Dr. T. Gaillard Thomas 
wrote quite an extensive article in the New York 
Medical Journal on the subject of Vulvar and 
Vaginal Enterocele. He gave us the first report 
of a vaginal hernia properly diagnosed and suc- 
cessfully operated upon. The case was one of 
the posterior vaginal type of an enormous size 
reaching half way down the thigh. The opera- 
tion consisted of reducing the hernia and sewing 
the sac into the abdominal wound. In his article 
he reported about twenty other cases. We would 
like to comment on three of these in which there 
was a mistaken preoperative diagnosis. 

In one, the doctor thinking the hernia was an 
abscess, opened it and found strangulated intes- 
tines. The patient died. In another, a tumor 
complicating delivery was thought to be a cyst, 
but in attempting to empty it with a trocar, feces 
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were obtained. In the third, there was a slough- 
ing mass in the vagina that was thought to be 
a uterine polyp. It was removed and a post- 
mortem examination revealed that a portion of 
the transverse colon and omentum had been re- 
moved. Most of his cases were difficult to classi- 
fy, as was the case in Dr. Barker’s article. 


< 


Fig. 6. Case 2. Actual photograph taken on the operating 
table before operation. 


The borderline case is one that is always diffi- 
cult to dispose of. For example, Dr. George 
Gray Ward in a very good article in the August, 
1922, Journal of American Medical Association, 
on the subject of Technic in Repair of Entero- 
cele or Vaginal Hernia, reported fourteen cases 
operated upon, three of which had to be reoper- 
ated because of mistaken diagnoses. He de- 
scribed these cases as having a particularly low 
recto-vaginal pouch. 

According to our classification we hardly know 
whether they would be considered posterior vag- 
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inal, perineal, or a combination of both, or nei- 
ther, as some authors suggest. 

Dr. Herbert C. Chase, on the other hand, in 
the December, 1922, Surgery, Gynecology and 
Obstetrics, wrote an article on Levator Hernia 
(or Pudendal Hernia), in which he reported 
thirteen cases. Five were operated upon with 
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Fig. 7. Case 2. The abdominal method of closing the hernial 
sac. 


three failures and two cures. In his article he 
does not consider them as vaginal hernias at all, 
yet he speaks of some as obstructing the vaginal 
outlet and others as pressing the vagina over 
throughout its entire length. 

In reviewing the literature and trying to classi- 
fy the cases we are led to believe that, out of 
fifty or sixty cases reported, probably a com- 
paratively few, perhaps ten or twelve, would be 
of the true vaginal type, with about an equal 
number of the perineal type. Among the rest 
there would be a few of the complete pelvic type, 
while the remainder would be borderline cases. 

The complete pelvic hernia deserves special 
mention here because it seems altogether probable 
that if all cases of complete prolapse were care- 
fully investigated, the intestines would be found 
to be involved in a certain number. 


ETIOLOGY 


The great majority of cases reported occurred 
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in multipara, but a sufficient number of nullipara 
were reported (notably Dr. H. B. Sweetser’s 
case) to lead us to believe that a large percentage, 
if not all of the cases, have a congenital defect 
which gives way either gradually or at the time 
of an accident. There is no question, however, 
that labor is the largest contributory factor. 
There are three cases reported by Dr. Thomas 
where an opening was made through the vault 
of the vagina by external force which allowed 
intestines to escape into the vagina. One was in 
a woman who, in attempting to produce an abor- 
tion, tore a hole with a douche point. The other 
two were produced by reputable physicians, one 
in forcibly examining a patient, and the other in 
trying to replace a retroverted uterus with gauze 
on a sponge holder. Strange to say, all these pa- 
tients recovered. We are inclined to agree with 
some authors who seem to think these cases are 
not hernias at all, but we consider them of suf- 
ficient interest to mention. 


SYMPTOMS AND DIAGNOSIS 


The symptoms in these cases are not unlike 
those of severe laceration or extreme prolapse 
except when strangulation takes place, as it did 
in a number of cases. The doctors reporting 
strangulation during labor seemed to think the 
character of the pain was so different from that 
of labor pain that a diagnosis should be made. 

The greatest difficulty in diagnosis is the rarity 
of the condition, which is evidenced by the fact 
that so many of the patients were operated upon 
for other conditions before the true diagnosis 
was made. In our two cases, the diagnosis was 
easy because a large tumor was present contain- 
ing intestines which could easily be reduced and 
a large defect was felt in the vault of the vagina. 


TREATMENT 


Palliative treatment such as use of supports is 
of no value at all in these cases. The only treat- 
ment is operation. The procedure shauld be de- 
termined in each individual case. 

In the true vaginal type, the best method to 


pursue is the two-stage operation. Whether the 
vaginal or the abdominal portion should be done 
first should be left to the discretion of the op- 


erator. We did one each way. Dr. Masson 
waited three weeks for the vaginal operation in 
one of his cases, which undoubtedly was good 
judgment. 

In some of the perineal types, a one-stage op- 
eration does very well if the sac can be freed 
and tied off high up and the rectum and the va- 
gina sutured together. 


In the complete pelvic type occasionally a 
vaginal hysterectomy with high perineal repair 
might be sufficient. 


SUMMARY 


1. Vaginal hernia is a very rare condition. 


2. Care should be taken in examining gyne- 
cological patients not to overlook a complicating 
hernia. 


3. The cause undoubtedly is twofold: con- 
genital and traumatic. 


4. The classification is difficult because of the 
adjacent pelvic structures. 


5. The symptoms are not characteristic ex- 
cept in case of strangulation. 


6. The only treatment is operation. 
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A REVIEW of the program for this, the 

Sixty-Second Annual Session of The Min- 
nesota State Medical Association, furnishes per- 
haps the best reason for a paper of this title. 
There are two factors in the program which 
makes a public health discussion advisable. The 
first one is the program of the Monday evening 
session on the economic trend of medicine, and 
the second is the almost entire absence of any 
public health paper on the program. 

Public health as a legal entity has been with us 
since early colonial days. Public health as a 
philanthropy, more properly public welfare, has 
been the physicians’ contribution to humanity 
from the dark ages. The modern trend in the 
healing arts is making public health as a legal 
factor more of an entity than it was in the days 
when public health was included in the province 
of medicine. Public health as constituted by law 
no longer limits its application to the medical 
field. It must deal with subject matters beyond 
the practice of medicine and in its contacts and 
relationships recognizes the legal responsibilities 
imposed by law on the so-called irregular prac- 
titioner. Legislative acts throughout the country 
recognizing the practice of osteopathy, chiroprac- 
tic, and naturopathy have given to these schools 
of practice the same rights and privileges from 
the public health standpoint as have always been 
enjoyed by the physician in medicine. The chiro- 
practic law of Minnesota passed by the 1919 Leg- 
islature has in it the following: 

“Chiropractors shall be subject to the same rules and 
regulations, both municipal and state, that govern other 
licensed doctors or physicians in the control of con- 
tagious and infectious diseases, and shall be entitled 


to all rights and privileges of other doctors or physi- 
cians in all matters pertaining to the public health.” 


The very phraseology used in this paragraph 
of the law definitely presupposes that there are 
rules and regulations, both municipal and state, 
that govern physicians in their practice with its 
relations to the public health. It is the interpre- 
tation and application of these rules and regula- 
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tions, including of course the legislative acts and 
municipal ordinances, that constitute the grounds 
for misunderstandings that so frequently occur 
between the practitioner on the one hand and the 
administrator of public health on the other. The 
time has come, in fact the time has been with 
us for many years, when public health must be 
accorded its legal, moral, ethical, and just status. 
Too long has public health been tolerated rather 
than supported. 

The Women’s Auxiliary of the American Med- 
ical Association in their program now before our 
State Public Health Education Committee offers 
rather a striking outline of activity leading to 
the proper recognition of the public health. 
There are five fundamentals upon which this 
program is based. I would, had I it in my power, 
add a sixth and very important fundamental. 
My sixth fundamental would read, “Recognition 
of the fact that no health department of what- 
ever kind can do effective work without the in- 
telligent cooperation of the medical profession.” 

In the economic strain of today the profession 
is looking for a means to equalize the demands 
of the public. It sums itself up in this phrase: 
private practice versus state medicine. The pub- 
lic health field must be distinguished from the 
field of public welfare. Public welfare is public 
relief and medical care of the poor. Not being 
public health it will not be discussed here. There 
can properly be no argument that the field of 
public health is leading to state medicine. Public 
health is an activity constituted by law and con- 
trolled by limitations of the law enacted for the 
protection of all the people. It is believed, how- 
ever, that public health stands as a sentinel to 
safeguard the public in matters beyond the abil- 
ity of the individual physician or group of physi- 
cians. To the end that public health may be ju- 
diciously administered the medical profession as 
a body must support it. It seems to me rather 
a travesty on the medical profession’s support of 
the public health when we glance at the figures 
of the recent meeting of the American Medical 
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PUBLIC HEALTH ADMINISTRATION—HARRINGTON 


Association in Detroit. Of a total registration of 
5,104 only 167 registered as affiliated with the 
section on preventive and industrial medicine and 
public health. If this is indicative of the profes- 
sion’s interest then certainly public health must 
take its stand alone, for it is required by law to 
carry on. A division of interest, however slight, 
between the two great factors, the practitioner of 
medicine as an agent of private health, and the 
directors of health as agents of the public health, 
will result in a material loss to both sides and 
to the public. 

An active campaign for the support, apprecia- 
tion and understanding of public health must be 
started. This session of the State Association, 
representing as it does medicine in all its 
branches, should not do less than to actively sup- 
port a strong, properly organized, properly 
equipped, and financially supported central 
health agency for the State. Minnesota with its 
two and one-half million population deserves the 
protection which a strong State Board of Health 
can give. Our State is not keeping progress 
with the march of events in central health con- 
trol. The progressive West is far behind the 
East in this matter. Minnesota is sadly in need 
of the county unit of health administration. The 
present system of township health unit dates 
from the territorial days. In municipalities pub- 
lic health administration is as important as any 
other phase of municipal government. It should 
be supported by the medical profession. The 
functions of state, county, and municipal health 
in engineering, laboratories, epidemiology, vital 
statistics, and abatement of nuisances are func- 
tions for the best interests of all of the people. 
It is beyond the province or the power of the 
medical profession to safeguard water supplies, 
milk supplies, to safeguard meats and other food 
supplies for the masses, to provide and execute 
control measures in communicable diseases, to 
conduct laboratories and make epidemiological 
studies, and to collect and tabulate statistics. 
Until these facts are understood and appreciated 
public health must function as an activity seem- 
ingly not in accord with the practitioner. 


All seasons have been open seasons for public 


health departments. Many physicians consider 
it their duty to safeguard the patient rather than 
the public often in a manner contrary to the laws 
laid down, but there can be no misunderstand- 
ing of the paragraph quoted above. There are 
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unquestionably obligations imposed upon the 
physician who practices his profession by right 
of state license. A license is a privilege and 
withal a protection, but carries with it certain 
obligations and duties, for the law creating the 
license is no stronger than the law creating 
limitations. The rights of the individual can 
never be made greater than the rights of the 
masses, and the public health workers are for 
the protection of the masses. The physician 
who falsifies a record of birth to hide a crime or 
for the presumed or alleged interest of his 
patient, the physician who falsifies the records of 
death for the presumed benefit of a bereaved 
family at the expense of a life insurance com- 
pany, the physician who conceals the existence of 
a communicable disease because of the supposed 
inconvenience to the patient and family, or who 
deliberately fails to diagnose a reportable disease, 
notably tuberculosis and venereal diseases, or 
who permits infected children to mingle with 
other children, is no better than the criminal 
armed to commit murder, or the drunken auto- 
mobile driver irresponsible for the results of his 
negligence. If the laws of public health in the 
State of Minnesota are wrong it is within the 
province of this Association to rectify them. 
If the laws on public health in the State of 
Minnesota are just and reasonable then it should 
be the duty of this Association to encourage and 
counsel compliance with them. A definite stand 
on law enforcement for the protection of the 
public health is a positive act. 

It has been the policy of the Minneapolis De- 
partment of Health to limit its activities as much 
as possible to the things that could not be done by 
the individual physician. In the administration 
of the public as well as the school health every 
possible means has been taken to place in the 
hands of the physician those duties and functions 
which are properly his. The Health Department 
maintains no field physicians for the check-up 
of the diagnoses made by the family physician 
in communicable diseases. The Health Depart- 
ment does not stand forth with a big stick but 
conducts its activities as a cooperative measure 
doing for the public what the public laws de- 
mand, the things that the private practitioner 
cannot perform. The school health activities are 
discovery and not corrective. Because of the 
opportunity presented at a time when children 
are by law congregated and under discipline, 





170 


existing defects are looked for and reported only 
in group. All of these activities result in send- 
ing to the physician those patients for the cor- 
rection of conditions either retarding or mitigat- 
ing against the future growth of the child. It 
is disheartening to say the least to find the phy- 
sician who scoffs at all of the work the public 
health departments are putting forth, who finds 
fault with the methods of weeding out and send- 
ing to his office the school children needing pro- 
fessional attention, or who takes it upon himself 
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to misinform his families of the requirements 
of quarantine. Happily, these physicians are in 
the great minority, but I am convinced that it is 
possible through the efforts of the Association 
and its components, the county societies, to make 
public health a business of the community with 
the support of the fraternity and with a benefit 
to the people at large. 

May I invite your attention to the first article 
in the Journal of the American Medical Associa- 
tion, Volume 94, Number 15, April 12, 1930? 





A SUMMARY OF THE RECORDS OF SIXTY- 
FIVE CASES OF RECOVERIES FROM 
LEPROSY 


A report recently issued by the Public Health Service 
gives an interesting summary of the value of medical 
treatment for leprosy at the National Leprosarium, 
which is conducted by the Public Health Service at 
Carville, La. More than 300 lepers, men, women, and 
children, are under treatment there. 


During the past ten years, 65 lepers have been dis- 
charged from this hospital as apparently recovered 
from leprosy and no longer a menace to the public 
health. The average period of hospital care varied 
from 5 to 9 years. The shortest period of treatment 
was 14 years and the longest was 17 years. Fifty-five 
of these patients received crude chaulmoogra oil by 
mouth, and sixteen of this group received no other 
medicine. Twelve received benzocaine-chaulmoogra oil 
by intramuscular injection, and four of these received 
no other medical treatment. Twenty-one received the 
ethyl esters of chaulmoogra oil by intramuscular in- 
jection, and eight of these received no other medicine. 

The basic treatment of leprosy is similar to that for 
tuberculosis, and all lepers at the National Leprosarium, 
no matter what medicines are given, follow a sanato- 
rium of food, fresh air and rest, almost identical with 
that prevailing in a tuberculosis hospital. 


ROENTGEN DIAGNOSIS OF SYNOVIAL 


ADHESIONS 


Another chemical adjunct to roentgen diagnosis seems 
to be available. With this new aid, altered permeabil- 
ity of synovial membranes can be determined and ac- 
curate pictures secured of synovial adhesions. This 
substance is a disodium salt of tetraiodo-orthosulpho- 
benzoic acid. The substance is reported to be relatively 
non-toxic and to be well borne when injected. (Jour. 
A. M. A., December 6, 1930, p. 1749.) 





ORAL IMMUNIZATION AGAINST 
PNEUMOCOCCI 


Thus far, laboratory studies concerning oral immu- 
nization against specific infections have not been en- 
couraging. Most of the suggested oral vaccines appar- 
ently are rapidly destroyed or denatured in the gastro- 
intestinal tract. Oral immunization will presumably 
be limited to the relatively few vaccines sufficiently 
resistant to gastro-intestinal denaturization. The most 
resistant group of micro-organisms are apparently the 
pneumococci. Recently, successful oral vaccines against 
pneumococci are reported to have been developed by 
Dr. Victor Ross. It is to be hoped that Ross’s en- 
couraging researches will not be handicapped by pre- 
mature clinical or commercial exploitation. (Jour. 
A. M. A., October 4, 1930, p. 1024.) 





PERMANENT DISABILITIES OF THE EXTREMITIES* 
A PROPOSED RATING SCHEDULE 


Myron O. Henry, M.D., F.A.C.S., and Epwarp T. Evans, M.D., F.A.C.S. 
Minneapolis 


ge gutta vary greatly in their estimates 
of certain permanent disabilities of the ex- 
tremities submitted to State Industrial Com- 
missions, and often confusion and unnecessary 
litigation follows. The tentative schedule pre- 
sented herewith is intended to help clarify the 
present unsatisfactory situation. Complete- 
ness and details have been sacrificed for the 
sake of brevity. The ratings are purposely 
high in favor of the claimant in the hope of 
stabilizing a maximum rating for the specific 
disabilities. EEach state has its own law, of 
course, but the disabilities are constant, and 
bear the same relative loss of use to the in- 
dividual under any law. The following 
schedule considers objective findings only, but 
the rating might be varied up to 10 per cent 
of the specific disability percentage to cover 
subjective complaints of pain. 


These ratings are based on the dexterous ex- 
tremity, i.e., the right arm in a right-handed 
individual, or the left arm in a left-handed in- 
dividual, and the rating should be reduced by 
10 per cent of the specific disability percent- 
age for the non-dexterous extremity. 


All ratings are given in percentage loss of 
use of the extremity as a whole. The basis 
for the arm, @é.g., is complete loss of use — 
amputation at the shoulder (or with too short 
a stump to permit a useful prosthesis). Loss 
of an extremity is usually defined by the va- 
rious state laws (e.g., Minnesota Law allows 
66.33 per cent of 200 weeks pay for complete 
loss of an arm). Loss of motion is rated ac- 
cording to the percentage of normal range lost 
—the ratings given herewith covering com- 
plete loss of normal arc. We recommend the 
use of instruments of precision in arriving at 
an estimate of the degrees of joint motion lost. 

Multiple disabilities of an extremity are rated 
as the sum of the individual joint disabilities, the 
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maximum not to exceed loss of the extremity. 

Disfigurement is not compensable unless so se- 
rious as to materially affect employability of the 
injured. 

Disabilities of nerves and muscles are referred 
to the limitation of arcs of active motion of 
joints involved, except as special nerve injuries 
obviously require additional coverage. 

UPPER EXTREMITY 

The upper extremity includes the shodlder gir- 
dle. Total loss of the upper extremity is usually 
defined by local state law. 

I. Sterno-clavicular Joint 
rate according to 
resulting loss of 
active shoulder 
joint motion 


a. Ankylosis 
b. Chronic dislocation 


. Clavicle 
a. Complete loss 
b. Non-union 
c. Mal-union 


rate according to re- 
sulting loss of active 
shoulder joint motion 
. Acromuio-clavicular Joint 

a. Ankylosis—as above 

b. Dislocation 

1. Incomplete (conoid and trapezoid 
ligaments intact )—5% 

2. Complete (conoid and _ trapezoid 
ligaments torn )—rate according to 
resulting loss of active shoulder 
joint motion 

. Scapula 
a. Malunion 
b. Loss of blade or 
body 
. Shoulder 
a. Flail—40 per cent loss of extremity 

(unless rating for loss of motion ex- 

ceeds this, in which case rate on loss of 

motion) 

Ankylosis—in Jones position (20° in 

front of coronal plane, 50° abduction} 

—60 per cent. 


rate according to re- 
sulting loss of shoul- 
der joint motion 





Cc. 


d. 
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Ankylosis in bad position—if operable 

75 per cent (may be total loss of ex- 

tremity if inoperable, i.c., patient a 

poor operative risk) 

Loss of Motion 

1. Loss of elevation (useful are nor- 
mally 90° from shoulder level to 
vertical )}—35 per cent 
Loss of abduction (useful arc nor- 
mally 90° from side to shoulder 
level) —80 per cent. Arc refers to 
any plane and rotation is neces- 
sarily limited in proportion and 
covered in arc loss rating 


VI. Arm 


a. 


b. 


c. Shortening—nil 


Amputation—at or above elbow—loss 
of extremity — 

Amputation—4 inches or more below 
elbow (permitting use of elbow in 
prosthesis)—85 per cent of arm 
unless actually 
abling or seriously disfiguring 


dis- 


VII. Elbow 


a. 


b. 


Flail—Same as ankylosis in good posi- 
tion plus rating for loss of motion 
Ankylosis in Jones position (at an an- 
gle of 110°)—40 per cent 

Ankylosis in bad position— 

1. Acute angle—if inoperable total of 
arm. If operable, 60 per cent of 
arm 

. Obtuse angle of 110° to 155°—50 
per cent 
Obtuse angle of 155° to 180°—75 
per cent 

Distortion of carrying angle of elbow 

(15° valgus)—10 per cent maximum 

in heavy workers 

Loss of Motion 


1. Loss of flexion beyond acute angle 
of 80°——not compensable 


2. Loss of motion (useful are nor- 
mally 80° to 175° )—rated on per- 
centage loss of this range up to 75 
per cent maximum 
Loss of pronation-supination alone 
(in Jones position, i.¢., midway be- 
tween pronation-supination) — 20 
per cent 
Loss of pronation-supination alone 
in bad position—30 per cent 
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3. Loss of pronation-supination alone 
in Jones position when combined 
with disabilities of wrist or elbow 
constitutes an additional 15 per 
cent disability 
Loss of pronation-supination in bad 
position when combined with dis- 
abilities of wrist or elbow consti- 
tutes an additional 20 per cent dis- 
ability 


VIII. Wrist 


a. 


Flail—Same as ankylosis in good po- 
sition plus rating for loss of motion up 
to 75 per cent maximum 

Ankylosis (in Jones position, 1.¢., at 
an angle of 135°)—25 per cent 


. Ankylosis in bad position (i.e., straight 


or in volar flexion )—if operable 30-50 
per cent—may be loss of hand if in- 
operable ) 


. Loss of motion—percentage loss of 


arc (of 25 per cent) 

1. Flexion-extension (75 per cent of 
wrist joint motion)—18.5 per cent 
of extremity. Useful arc normally 
165° 
Radial and ulnar abduction (25 
per cent of wrist joint motion)— 
6.5 per cent. Useful arc normally 
30° each 


IX. Hand—Total loss—85 per cent of extrem- 
ity (includes forearm loss to 4 inches be- 
low elbow) 

Partial loss—rated on loss of finger func- 
tion 


1. Thumb 

a. Total loss—30 per cent of ex- 
tremity 

b. Ankylosis in good position (ex- 
tended in apposition)—20 per 
cent 
Ankylosis in bad position—same 
as total loss if inoperable, if op- 
erable 25 per cent 
Loss of terminal phalanx—15 
per cent 
Loss of metacarpo-phalangeal 
joint motion—20 per cent 
Loss of interphalangeal joint 
motion—percentage of loss of 
arc of 15 per cent. (Normal 
mal range 90°) 
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Index finger (first finger) 
a. Total loss—16 per cent of ex- 
tremity 
Loss of one and a half or more 
phalanges—16 per cent 
Loss of terminal phalanx—8 per 
cent 
Loss of interphalangeal joint 
motion or ankylosis 
(1) Distal joint—percentage of 
of loss of arc of 8 per cent 
(2) Proximal joint — percent- 
age of loss of are of 10 
per cent 
Middle finger (second finger) 
a. Total loss—14 per cent of ex- 
tremity 
b. Other ratings same proportion 
of 14 per cent as in index finger 
Ring finger (third finger) 
a. Total loss—10 per cent 
b. Other ratings same proportion 
of 10 per cent as in index finger 
Little finger (fourth finger) 
a. Total loss—5 per cent 
b. Other ratings same proportion 
of 5 per cent as in index finger 
The accrued rating for loss of use of more 
than one finger should not exceed the total loss 
of a hand as provided above. 


LOWER EXTREMITY* 


Since most state laws give no definite ratings 
for disabilities of spine, no attempt has been 
made to rate the spine or the spinal portion of 
the pelvis. Ratings on pelvis are covered in this 
schedule only as the disability limits hip motion, 
shortening of extremities, or both. 


I. Lower Extremity 
a. Amputation 


1. Stump of less than 6 inches—100 
per cent 


Useful stump 6 inches below hip— 
871% per cent 

Amputation 3 inches or more below 
knee (useful stump)—75 per cent 


*Just as in shoulder joint, so in the hip joint, motions are 
considered with reference to the pelvic girdle as a whole; where- 
as scapular motion completes the upper extremity to some ex- 
tent, this does not play so great a part in the lower extremity, 
except in some fractures of the pelvis, especially of the acetabu- 
lum. However, the mobility of the hip joint is so great that the 
authors deemed it wise to classify these motions with specific 
values for each, so that the total disability present could be 
readily ascertained. 
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4. Amputation of foot without loss of 
ankle motion—50 per cent 


b. Shortening** 


1. One inch—no disability 


2. One inch to 2 inches—10 per cent 
3. Two per 
cent 


inches to 3 inches—35 

4. More than 3 inches—35 per cent to 
75 per cent 
Il. Hip Joint 
a. Ankylosis in optimum position (15° 

flexion—10° abduction and slight ex- 
ternal rotation or a proportionate in- 
crease in abduction dependent on 
shortening** )—60 per cent loss of ex- 
tremity 
Ankylosis in bad position—75 per cent 
to 100 per cent if inoperable 
Loss of motion 


1. Flexion-extension (45 per cent of 
hip motion )—useful arc normally 
120° of which flexion is 105°—ex- 
tension 15° 
Abduction-adduction (22% per 
cent of hip motion)—useful arc 
normally 90° of which abduction is 
45°—adduction 45° 


Internal and _ external rotation 
(7.5 per cent of hip motion )—use- 
ful arc normally 90° of which in- 
ternal rotation is 45°—external ro- 
tation 45° 
Formula: The proportionate part of flexion (45 
per cent), plus the proportionate part of 
abduction (22% per cent), plus the propor- 
tionate part of rotation (7% per cent), 
equals the disability.*** 
IIJ. Knee 


a. Flail—75 per cent 

b. Ankylosis in good position (at an an- 
gle of 170° to 150°)—60 per cent 

c. Ankylosis in bad position (at an angle 
of less than 140°—if inoperable )— 
8714 per cent 


**Optimum position depends on amount of shortening. See 
table of abduction. Jones & Lovett, p. 138 


***In rating the hip, the proportionate loss of flexion should 
be added to the proportionate loss of abduction and rotation, 
thus, if two-thirds flexion is lost, the flexion disability will be 
two-thirds of 45 per cent, or 30 per cent. f two-thirds of 
abduction and adduction are lost, the disability will be two-thirds 
of 22.5 per cent, or 15 per cent. With rotation completcly lost 
or 7.5 per cent, the disability of the hip would be the sum of 
these three figures, or 52.5 per cent. 
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d. Loss of motion 


1. Flexion-extension—useful arc nor- 


mally 180° to 75° 


(Formula: The proportionate loss of arc of 60 
per cent.) 


2. Extension limited to less than 160° 
—same as ankylosis in bad position 

3. Abnormal lateral mobility—10 per 
cent to 30 per cent 

4. Relaxation of either or both crucial 
ligaments and other internal de- 
rangements—10 per cent to 40 per 
cent 
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ankle motions, the proportionate loss of dor- 
siflexion is considered as that proportion of 
24 per cent, and added to the proportionate 
loss of plantar flexion which is represented 
by a total value of 16 per cent.) 

g. Loss of the foot 


1. 


y J 


With loss of ankle joint motion~— 
6714 per cent 

Amputation proximal to heads of 
metatarsals (loss of weight bear- 
ing)—67¥% per cent. (In our ex- 
perience such amputations usually 
require rating as for amputations 


above the ankle or loss of ankle 

motion ) 

Loss of metatarsals rated as the 

proportionate loss of weight bear- 

ing (which if total is specified in 

paragraph 2 as 67% per cent) 

Great toe 

a. Amputation at metatarso-pha- 
langeal joint—10 per cent 

b. Amputation at interphalangeal 
joint—5 per cent 
Loss of motion (hallux rigidus) 
—15 per cent 

Other toes 

a. Total loss—3 per cent 

b. Partial loss—1%% per cent 


V. Ankle 


Flail—50 per cent 

Ankylosis in good position—25 per 

cent 

Ankylosis in bad position (calcaneus 

or over 20° plantar flexion)—if inop- 

erable—SO per cent 

Subastragalar ankylosis in good posi- 

tion—15 per cent 

Partial ankylosis of subastragalar 

joints (always painful)—35 per cent 

if inoperable 

Loss of motion 

1. Dorsiflexion (24 per cent of ex- 

tremity) useful arc 90° to 70° 
2. Plantar flexion (16 per cent of ex- 
tremity )—useful arc 90° to 125° 
Formula: The proportionate part of dorsiflexion 

(24 per cent) plus the proportionate part of 
plantar flexion (16 per cent) equals the dis- 
ability (e.g., in estimating the disability in 


For their kind advice and help in preparing this 
schedule, the authors extend their thanks to the fol- 
lowing: Dr. W. A. Cochrane, Edinburgh, Scotland; 
Dr. Wallace Cole, St. Paul, Minnesota; Dr. H. E. 


Conwell, Birmingham, Alabama; Dr. Emil S. Geist, 
Minneapolis, Minnesota; Dr. Robert B. Osgood, Bos- 
ton, Mass.; and Dr. Phillip D. Wilson, Boston, Mass. 
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AN UNUSUAL CASE OF HYPERTENSION 


CHARLES KOENIGSBERGER, M.D. 
Mankato, Minnesota 


This case is brought to your attention because of its 
failure of classification. Instances of vascular hyper- 
tensive disease usually drop quite simply into the proper 
slot—essential hypertension, glomerulonephritis, toxe- 
mia of pregnancy, and the like. Cases may manifest 
bizarre clinical features, but the classification of the 
fundamental type is scarcely ever baffling. This case, I 
believe, is very unusual if not unique. 

The patient is a young man, aged 29, by occupation 
a plumber. During January of this year, while working 
in St. Paul, he had a severe attack of septic sore throat, 
at which time cultures showed streptococcus. He went 
to his home at St. James to recuperate. Shortly after 
his arrival at home, he had a tonsillectomy performed 
by his local physician. A few days after this operation, 
he commenced having very severe upper abdominal colic; 
so severe, in fact, that his physician considered the 
diagnosis of biliary or renal colic. 

Early in February he came to the Mankato Clinic, 
and was hospitalized for observation. The striking 
feature of the examination was a vascular tension of 
180/140. The heart was only a trifle enlarged; the 
‘ rate was rapid and the diastolic sounds were accentu- 
ated. The vessel at the wrist showed very little, if any, 
thickening. The retinal vessels showed a moderate 
narrowing of the arteries, no notching, and no hemor- 
rhage in either retina. The urine was normal, there 
being no signs of a glomerulonephritis. 

During his stay in the hospital he had repeated at- 
tacks of three different types of pain: 

1. Abdominal: The pain was severe, cramping in 
type, and unaccompanied by fever, vomiting, or physi- 
cal signs of visceral disease. 

2. Cerebral. The pain was that of a generalized, 
very severe headache. 

3. Coronary. The pain was that of a typical attack 
of angina pectoris. Hypodermic administration of a 
quarter of a grain of morphine with one-hundredth of 
a grain of nitroglycerine invariably produced imme- 


diate relief. The use of nitroglycerine alone has 
caused immediate cessation of pain, but the relief was 
very transitory unless the drug was combined with 
morphine. 

About two weeks after admission the patient devel- 
oped repeated periods of angina and his condition was, 
in my opinion, critical. At this time I invited Dr. Ed- 
win Bannick of the Mayo Clinic in consultation. Dr. 
Bannick will recite his impression of this case when I 
have completed this brief clinical description. 

The kidneys at no time gave trouble. The intake and 
output balanced well. The function as determined by 
blood chemistry and the phenolsulphonephthalein test 
was only slightly impaired, and there was at no time 
evidence of any glomerulonephritis. 

The eye grounds remained clear of exudate or hem- 
orrhage. No symptoms or sign of cerebral hemorrhage 
or thrombosis developed. 

The heart gave a great deal of trouble symptomati- 
cally. Anginal attacks of extreme severity continued 
almost daily for about five weeks. The pulse was rapid 
—the rhythm was of the gallop type. The electrocardio- 
gram showed an inverted T wave in Lead one with a 
convex ST interval. The patient was given regular 
doses of nitroglycerine and morphine by hypodermic, 
and erythmyl-tetra-nitrate and euphyllin by mouth. 
About five weeks after admission, improvement com- 
menced. The attacks of pain ceased, and the patient 
went home at his own request on March 22. 

I have seen him a few times since. He continues 
without pain, is gaining weight, and is able to do light 
work. 

During his entire illness, the blood pressure remained 
systolic 150 to 180 and diastolic 110 to 140, and on April 
26th, when I last saw him in the office, the reading was 
170/120. 

Biopsy of a bit of pectoral muscle was made and will 
be described by Dr. Bannick. 

This, then, is a case of acute diffuse vaso-spastic dis- 
ease following a streptococcic throat infection, charac- 
terized by involvement of the splanchnic, cerebral and 
cardiac vessels, and escape of the kidneys, the extremi- 
ties, and the retinz. 

From the first I considered the existence of malig- 
nant hypertension, but the lack of retinal findings pre- 
cludes this diagnosis. 
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PRESIDENT’S LETTER 


I WONDER how many of our members are aware of the importance to us of the 
Women’s State Auxiliary and its affiliated County Auxiliaries. 


This well organized and energetic group is also affiliated with the National Auxil- 
iary; has been so affiliated since the very year the National Auxiliary was organ- 
ized at St. Louis in 1922. Three of its County Medical Auxiliaries, Hennepin, St. Louis 
and Ramsey, are among the earliest organizations of the sort in the entire United States. 


These women, in their thirteen affiliated Minnesota societies and their similar union 
with other auxiliaries of all but ten unorganized states of the union, have a very simple, 
a very definite object in view. It is to further the aims and ideals of the medical pro- 
fession. Have we not, sometimes, rather overlooked these powerful allies of our organ- 
ization ? 


Lay health education is a new thing for the doctor, a rather bewildering obligation that 
modern social and economic developments have thrust upon us. It is probably not strange 
that we should have had a tendency to wander far afield, tilting at distant windmills. 


We have very properly embarked upon newspaper and radio and platform publicity at 
considerable expense and labor. But it is certainly high time that we also made practical use 
of our auxiliaries in our program of public health education. 


The physician’s wife is likely to be a very important person in her community. Often 
she has a variety of social, charitable and public affiliations. She is interested in Woman’s 
Club work, in cultural groups of all sorts. Her contacts are the sort that the physician 
himself cannot make except impersonally from the platform or through the newspaper. 


It seems to me to be the most obvious and elementary good sense that we should em- 
ploy an important part of our educational effort at keeping the physician’s wife posted on 
sound public health procedure, on new developments in medicine, on the worth of medical 
care, on the social problems that face the doctor. Her testimony in and out of her auxiliary 
organization is more valuable to the cause of medicine than tons of formal exhortation 
and she is eager to testify. 


In Minnesota we have, I am convinced, the most effective, earnest auxiliary organiza- 
tion in the entire United States. At the present time it has thirteen affiliated societies, repre- 
senting, just as our County Medical Societies do, many more than thirteen counties. But 
with our assistance and encouragement this number will be very quickly extended. 





It is my ambition, in fact, to see an auxiliary established for every component county 
medical society in our association this year. To this end every member of the association 
should make it a point to talk over auxiliary possibilities and membership with his wife— 
urge membership upon her if she is not already a member and assist her to organize a 
society where there is no society. 


In the nine years of their existence, the auxiliaries have been of immense service to 
our organization but they welcome further codperation. They ask our advice. LET US 
USE THEM! 


President 
Minnesota State Medical Association. 
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UNIVERSITY SUPPORT 


The question of appropriations for University 
maintenance and development comes before the 
legislature at each session. A brief but compre- 
hensive survey of the present situation and the 
needs of the University has been prepared in 
pamphlet form by the Regents for the informa- 
tion of those interested. The determining of 
what constitutes a proper appropriation and the 
distributing of the available funds each year to 
meet the demands of the various University de- 
partments is a huge administrative task. 

The demand for university education has in- 
creased tremendously in recent years. If the uni- 


versities throughout the country continue to grow 
faster than the nation’s population there is bound 
to come a time when adequate facilities will be 
available for that percentage of the youth of 
the country that merits the investment of a uni- 
versity training. It is interesting to conjecture 
just when that point will be reached. Perhaps 
it has already come. 

Our state university has grown tremendously 
during recent years. Last year the enrollment 
increased over a thousand and has now surpassed 
that of Iowa, Wisconsin, Illinois, and Michigan. 
Legislative appropriations, however, have not 
kept pace with this growth. Minnesota suffers 
by comparison with neighboring state universi- 
ties. The annual per capita appropriation at 
Wisconsin last year was $306; at Iowa, $345; 
at Illinois, $412; at Michigan, $467; while at 
Minnesota it was but $234. 

What must be the result of such a compara- 
tively low appropriation? Unless tuition is in- 
creased, the instruction must suffer. Larger 
classes, poorer professors and instructors and a 
low morale which always accompanies underpay 
must of necessity follow. Of course, entrance 
requirements can always be raised to cut down 
matriculation. 

The so-called private universities depend on 
endowments instead of legislative appropriations. 
Millions are added each year to their resources. 
The present suggestion of the Board of Regents 
that an endowment fund be established for the 
University is not new. With the waning in the 
natural resources of the state in its forests, mines 
and rich top soil, the ability of the state to care 
properly for the University in future years is 
questionable. The suggestion is made that the 
sum of two and a quarter millions of dollars be 
set aside yearly for an endowment and the ap- 
propriation this year be made on the basis of 
$252 per student. With this increase of income 
from endowment it is felt that no increase in 
appropriations need be made and by the end of 
a ten year period it is hoped that the biennial 
appropriation might even be reduced. 

The medical school alumni are particularly in- 
terested in the welfare of the medical school. 
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The loss of three outstanding members of the 
medical faculty recently was, as far as we know, 
simply an inability to compete with a wealthier 
institution. This has caused some concern in 
medical circles but faculty losses from the same 
cause have not been limited to the medical 
school. 

In the plans outlined for the Medical School 
in the report mentioned, attention is called to 
the long standing need for a psychopathic divi- 
sion of the University Hospital. An increase 
of $75,000 in the present University Hospital 
appropriation of $300,000 (half of which is borne 
by the various counties) would fill the hospital 
and reduce the waiting list of indigent patients 
throughout the state. The Anatomy building and 
Millard Hall will sooner or later need additions. 
Eventually the two blocks across the street from 
Millard Hall and the University Hospital will 
have to be acquired for medical school purposes 
and then a building to be used in training lead- 
ers in Public Health is needed and according to 
estimates will cost about $150,000. 

We have a fine University. To maintain it 
as one of the best in the country requires finan- 
cial backing, and devotion on the part of its 
graduates. Last year gifts from friends, alumni 
and commercial concerns to the University for 
various university activities amounted to a half 
million dollars. This was more than has been 
usually received as gifts by the University. The 
object is most worthy and the practice should be 
encouraged. The legislature will do its part and 
the combined efforts of alumni, legislators, and 
friends should assure the future of the institu- 
tion. 





THE RECENT QUESTIONNAIRE 

The writer ventures this editorial although he 
may be inviting criticism from some excellent 
medical workers who may feel that they are 
misjudged. Apparently the county society mem- 
berships are circularized with a series of ten 
questions relative to State Association and 
County Society matters, redistricting, the matter 
of dues, reserve funds, etc. 

There can be no doubt that redistricting cer- 
tain county societies to arrange a membership 
that is not too small for effective organization 
(none less than fifty members) seems plausible. 
Nevertheless, the matter of roads, availability, 
keen physicians, endowed with scientific aspira- 
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tions, wholesome discontent and forbearance in 
the presence of medical polemics—are all very 
vital in this question of what may develop an 
effective medical society. 

Should the northern and southern medical as- 
sociations be eliminated in order that the ebbing 
medical circulation should the more fully cir- 
cularize the outpost members of the parent or- 
ganization? This is another evidence of the 
lament of the A. M. A., and those interested 
should go back over this journal’s editorials for 
one by this writer entitled “Our Perturbed Or- 
ganizers.” Much correspondence and not a little 
discussion arose anent that offering, and the 
end is not yet! 


Question 6—‘‘Are you satisfied with the en- 
larged program of activities—educational, scien- 
tific and legislative—which the State organiza- 
tion has engaged in during recent years?” The 
writer is too happy wilfully to wish to be 
thoughtless or unkind, but an old conviction 
mounts to a greater and greater certainty that 
this program is, for the most part, illogical, and 
quite ignores our social and professional rela- 
tions with other community groups. 

As to increasing dues (which seems unthink- 
able at this time), or creating further legislative 
plans or education reserves, if the program itself 
is ill advised, the danger arises of converting our 
State association into a political bund, and the 
question is easily disposed of. The association 
and its meetings must not be made the occasion 
(like an automobile show) of exhibiting the most 
recent models of medical social machinery. This 
objectivity only interests those who are en- 
gaged in the twilight zone between scientific 
medicine and utopian social exploits, usually in- 
volving mankind’s reformation as well as ex- 
ploitation. These movements are presently un- 
popular. Like Congressmen seeking an extra ses- 
sion, the increasing army in these pursuits be- 
tokens the influence of unemployment in terms 
of college graduates. 

i. 3. 





DR. WILLIAM A. JONES 


The passing of Dr. W. A. Jones marks a mile- 
stone in medical journalism in our section of 
the country, as it brings to a close his long in- 
cumbency as an editor of the Journal-Lancet. Al- 
though nationally known as a neurologist his 
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EDITORIAL 


name will ever be associated with that of his 
journal. 

To go back to the beginning of medical jour- 
nalism in Minnesota, it was in June, 1870, that 
Dr. Alexander J. Stone, then of Stillwater, pub- 
lished the first number of the Northwestern Med- 
ical and Surgical Journal. After changing own- 
ership this publication was suspended in May, 
1874. In October, 1881, Dr. Jay Owens of Saint 
Paul began the publication of the Northwestern 
Lancet, which in September, 1886, was purchased 
by Dr. Stone, he becoming the nominal editor. 
Thus the connection between the Northwestern 
Lancet and the earlier publication begun in 1870. 
The associate and active editor of the North- 
western Lancet during these years of Dr. Stone’s 


ownership was Dr. William Davis of Saint Paul. . 


It was at the beginning of the present century 
that Dr. Jones began his direction of the North- 
western Lancet, destined in 1912 to change its 
name to the Journal-Lancet. That Dr. Jones, a 
busy neurologist, was able to continue his direc- 
tion of the Lancet for so long a period testifies 
to his abundance of energy and to his ability. It 
should be mentioned that Dr. Jones was ably as- 
sisted during this period by Mr. W. L. Klein, 
publisher since 1887 and himself a recognized 
editor as well as publisher. 

At the annual state medical meeting held in 
1917 in Saint Paul, a disagreement as to policies 
proper for a journal representing the state asso- 
ciation led to the establishment of MINNESOTA 
MepicInE, owned and controlled by the State 
Association, and to the termination of the Saint 
Paul Medical Journal, which had been in exist- 
ence since 1899. 

Few medical men in Minnesota enjoyed a 
wider acquaintance than did Dr. W. A. Jones of 
Minneapolis. Few indeed had such a wide circle 
of friends—tried and true. A man of strong 
likes and dislikes, of indomitable energy, Dr. 
Jones did much to mould medical opinions in the 
Northwest. The Lancet has reflected Dr. Jones 
during this period of his editorship and the 
Lancet has been admittedly our worthy rival. We 
are sincere when we say that Minnesota MED- 
ICINE has been a better journal because of Dr. 
W. A. Jones. 





HISTORY COMMITTEE 


Medical men have often done many things out- 
side their profession. Many have abandoned 
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medicine for business. Some have written po- 
etry; others have entered the political arena and 
what not. Who was the President of the United 
States who started to study medicine? Since no 
President of the United States so far as is known 
ever was a resident of Minnesota you will not 


find the answer to the above in our forthcoming 
book. 


To return to the original subject. The man I 
have in mind entered the army after practicing 
medicine for twenty years, as a Captain of Infan- 
try; was discharged from the service a Brigadier 
General and then resumed the practice of medi- 
cine and followed it for twenty-one years longer. 
When our History of Medicine in Minnesota is 
completed you may read about him and many 
others who served in the Civil War. Please for- 
ward to Doctor Workman whatever scraps of 
Minnesota medical history you may be able to 
supply. 

J. M. A. 





THE GERM-LADEN BUCKET 


How queer to me now are the scenes of my childhood; 
Just to think of the place I was born, reared and grew 

Makes me shudder and break out in cold perspiration; 
It’s the greatest of wonders I ever pulled through. 


The pig-pen, the stable, the manure pile hard by it 
From which flies ascended in one steady swarm; 

Our food was uncovered, no screens in the windows. 
“Why bother with trifles? Flies don’t do any harm.” 


The ditch with the drainage, the garbage, and chickens, 
he outhouse all added their quotas of smell. 
And right in the middle, with germ-laden bucket, 
Was the open-top, ramshackle, shallow, dug well. 


The brook and the meadow with grene-Londored, puddles 


Gave mosquitos the finest of places to breed. 
Did they bite us? I'll say so, with vicious abandon. 
Sanitation was then our direst need. 


In spite of the romance, the rocks and the rivers 
Do you wonder we suffered with fever and chills? 
But the old country doctor with germs in his whiskers 
Dosed us up once a week with physic and pills. 


In winter, ah then came the joys of the country! 

The windows were nailed shut for once and for all. 
Saturday night meant a bath for the entire family 

In the moss-covered wash-tub that stood by the wall. 


Did we thrive on this life however poetic? 

Were we healthy in those fond glamorous days? 
There was no disease organic or catching 

That missed us in infancy, manhood, or age. 


Take your childhood, its pleasures and moss-covered buckets 
The simple life joys of which we hear tell. 

I prefer middle age, sanitation, and business 
And up-to-date science to help me keep well. 


(Used by permission of the American Public Health Associa- 
tion, owners of the copyright. The poem is a part of the Syn- 
dicated Health Bulletin Service, issued monthly for the use of 
health organizations by the A. P. H. A.) 
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“PEOPLE IN BUTTONS” 


Gilbert K. Chesterton has turned another witty phrase. This one was to the benefit of the medical profes- 


sion, and every perspiring doctor, trying hard to convey in words just what a medical bureaucracy might 
mean, will surely thank him. 


Mr. Chesterton is reported to have said in Chicago, the other day: “The panel system of medical practise or 
its allied systems is merely delegation of the practise of medicine to a GROUP OF PEOPLE IN BUTTONS.” 


That is, of course, what every champion of private medical practise has been feeling and attempting to say 


about State Medicine ever since that bogie first raised a menacing head in the American social picture. Mr. 
Chesterton said it in a word. 


“I am against people in buttons interfering with the rights of any man,” said the famous English philos- 
opher and satirist, expanding his remark in an interview on the British medical situation which should interest 
every American medical man. 


“The theory of the rational modern state is against bureaucracy. The dole is a tragic thing. So is any 
measure that metes out a perpetual interference with individual rights and free contacts of the citizenry. Which 


is exactly what the panel system does. It removes from one class of people the right to make free contacts for 
individual necessities. 


“It is an evil thing when you classify and codify and put into a system of law a recognition of employers 
and employees as variant classes to be so shown under any constitution. 


It is an evil thing to deprive the poor 
of the privilege of choice and to make for them a sort of serfdom. 


“The world is in danger right now of getting up an intellectual tree through the utterance of too many 
platitudes,” adds Mr. Chesterton wisely. Prohibition is putting America into something approaching that em- 
barrassing position incidentally, he thinks. 


“Prohibition,” he says, “is an onslaught against private morality and as such a menace to good govern- 
ment.” 


But it is comforting to note that, in Mr. Chesterton’s important and witty opinion, the world and modern 
rational government is probably not on its way to destruction. 


“Already,” he says, “the pendulum has begun to swing back. Amusing reform movements are the paradox- 
ical but inevitable companions of an eager plunge into so-called secret, evil things. But even the pornographers are 
getting tired. They have almost exhausted the possibilities of exploitation of sex. 


“And it is interesting to note that there is another side of the question. 


There is a search and seeking 
everywhere in the world for religious experience. 


Even the British newspapers find nothing of more interest 
to print than stories of religion and religious experience. The world is a right world, but like all that is mortal 
it is destined to trial, struggle and tribulation.” 
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OF GENERAL INTEREST 


OF GENERAL INTEREST 


Dr. Raymond J. Josewski of Stillwater, Minnesota, 
was married to Ruth E. Welch, also of Stillwater, Min- 
nesota, September 6, 1930. 





Dr. Henry E. Michelson of Minneapolis was elected 
president of the Chicago Dermatological Society at the 
meeting held January 21, 1931. 





At the annual meeting of the Ancker Hospital staff, 
January 13, 1931, Dr. E. M. Jones was elected chief 
of staff and Dr. Philip Donohue was re-elected secre- 
tary. 





Word has just been received of the marriage of Dr. 
Elwyn V. Strand of Bayport, Minnesota, to Mary 
Johnson of South Saint Paul, Minnesota, which oc- 
curred July 5, 1930. 





Dr. John F. Madden addressed the Blue Earth Coun- 
ty Medical Society at Mankato on “Diagnosis and 
Treatment of Common Skin Diseases,” on the evening 
of January 8, 1931. 





Dr. G. E. Schoofs of North Branch, Minnesota, has 
been appointed Secretary of the Chisago-Pine County 
Medical Society. Dr. R. E. Hultkrans, the former Sec- 
retary, has moved to Minneapolis, Minnesota. 





The Minnesota State Medical Association sponsored 
the evening of December 29, 1930, as part of the St. 
Louis County Medical Society Colloquium short course. 
Drs. E. A. Meyerding, N. O. Pearce and L. Sogge were 
present. 





Dr. John R. Spannuth, formerly of the Mayo Clinic, 
Rochester, Minnesota, and a member of the Olmsted 
County Medical Society, has announced the opening of 
offices at Suite 502, Medical Arts Bldg., 230 North 
Fifth Street, Reading, Pennsylvania. 





At the meeting of the Minnesota Academy of Medi- 
cine, held January 14, 1931, the following were elected 
to membership: Drs. Kenneth Bulkley and Moses 
Barron, of Minneapolis; Drs. John F. Noble, Max 
Hoffman and Clayton Williams, of Saint Paul; Drs. 
Irvine McQuarrie and O. H. Wangensteen of the Uni- 
versity. 





The International Journal of Medicine and Surgery 
recently offered three prizes for the best papers pre- 
sented before the American Association of Railway 
Surgeons. Dr. John H. Rishmiller, Minneapolis, has 
been awarded second prize—Wilmot Castle Sterilizer— 
for an essay on “Habitual Dislocation of the Shoulder 
Joint.” 





The following letter from the State Board of Medical 


Examiners gives information of interest to all physi-" 


cians practicing in the State of Minnesota: 
“The matter relative to incorporating a group of 
doctors was presented at our Board meeting held 
December 2, 1930, and the secretary was instructed 
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to advise that the Board absolutely disapproves of 
a corporation attempting to practice medicine, and 
that, in the event an attempt is made, it will take 
such action as it deems necessary under the cir- 
cumstances to put an end thereto.” 





The Josiah Macy, Jr., Foundation has made a grant 
of $7,200 for the year 1931, to be expended under the 
direction of Dr. Walter C. Alvarez of the Mayo 
Foundation in the field of gastro-enterological research. 
The first fellowship made available by this fund has 
been granted to Dr. Frances Vanzant, who will work 
primarily on the physiology of gastric secretion in man 
and animals. There will be an opportunity for another 
fellow to work on the pathology of the digestive tract 
including the nerve supply, and for another to work 
on problems along the borderline between clinical medi- 
cine and physiology. 





On December 31, 1930, there were 2,064 paid mem- 
berships in the Minnesota State Medical Association. 
The following is a list of the percentage membership 
in the component county societies : 


RANK 


Rice County ice 92 
Meeker County. 89 
Watonwan County 88 
Olmsted County 87 
Freeborn County ; 86 
Scott-Carver County . 86 
Kandiyohi-Swift County 4 
West Central Minnesota 82 
McLeod County 80 
Redwood-Brown County 80 
Winona County 80 
Red River Valley. 80 
Chisago-Pine County — 
Stearns-Benton County 79 
Nicollet-Le Sueur County : 79 
Mower County ase er 
Southwestern Minnesota......................--ccccsseceseoes 77 
Blue Earth County 76 
Blue Earth Valley 76 
Waseca County ae 
St. Louis County. 75 
Lyon-Lincoln County 73 
Camp Release County 72 
Wabasha County Pr 
Houston-Fillmore County 

Wright County " 67 
Ramsey County oan .67 
Washington County 65 
Park Region 63 
Hennepin County 

Goodhue County 58 
Upper Mississippi pj 
Steele County 56 
Dodge County 55 
Clay-Becker County 
Central Minnesota 
AVERAGE PERCENTAGE 


COUNTY PERCENTAGE 
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CONSULTATION BUREAU 


Ws. A. O’Brien, M.D., Director 


Minnesota State Medical Association 
11 West Summit Avenue 
Saint Paul, Minnesota 








1. Question—I understand that an instruction sheet 











for patients with constipation is being used with 
much success at the University Hospital’s Out- 
patient Department. Please send me information 
concerning the same. 


Answer—tThe Medical Clinic of the Out-patient 
Department kindly supplied the following infor- 
mation. The instruction sheet is worded as fol- 
lows: “Chronic constipation is in most cases en- 
tirely unnecessary. The seat of constipation is 
the large bowel, which represents about the last 
five feet of the intestinal tract. Many symptoms 
may develop as a result of improper functioning 
of this tract. The abuse of cathartics, enemas, 
and irritating foods are often responsible for 
aggravating trouble there. Stools—Most individ- 
uals should have one or two normal stools per 
day. A normal stool is about the size and con- 
sistency of a small peeled banana. Constipated 
stools are usually hard and dry and may be ball- 
like or pencil-like in shape. An effort should be 
made to have a bowel movement at a regular 
time each day. Cathartics and Enemas—No 
medicine of any kind is to be taken for bowel 
movements. No large enemas are to be used 
(1-2 quarts). Diet in Constipation—The use of 
the proper fruits and vegetables in sufficient 
amount is the most important factor in treating 
constipation. Fruit is to be taken three times 
daily; cooked fruits are usually preferable to 
fresh fruits. Some of the best are: prunes, apri- 
cots, baked apple, apple sauce, rhubarb, pear and 
peach sauce. Vegetablese—GREEN COOKED 
VEGETABLES are to be taken in_ liberal 
amounts for both the noon and the night meal. 
Their chief value is that they contain bulk food 
which will pass into the large bowel and furnish 
material for bowel movements. Some of the best 
green cooked vegetables are: spinach, string 
beans, beets, carrots, greens, squash, peas, aspara- 
gus and cauliflower. Cabbage is often undesir- 
able and should not be used in most instances. 
The fruits and vegetables are the foods which 
largely regulate the bowel movements and should 
be taken in the required amounts. This will vary 
for different individuals. The amount of fruit 
must not be in excess with too few vegetables. 
The test of sufficient bulk is whether or not the 
individual is having daily normal stools. If too 
much bulk the stools will be loose, which calls 
for a cut in the amount of fruit being taken. 
FOODS TO AVOID—Bran is an objectionable 
food as it is too coarse for most human beings. 
It is usually advisable to avoid ice cold drinks and 
sweets. Other food may be taken much as de- 
sired, the important factor being a_ sufficient 
amount of bulk food in the form of cooked fruits 
and cooked vegetables. Early in the treatment of 
constipation there may be difficulty having normal 
stools. If no bowel movement has been had for 
two days, it is advisable to inject two or three 
ounces of olive oil or salad oil into the rectum at 
bedtime and leave in overnight. If no bowel 
movement has been had by the next morning a 
1 pint of clear water enema may be used.” 


2. Question—-I have removed a suspected epithelioma 


from the lower lip of a man 66 years of age, and 
sent the specimen to the laboratory for examina- 
tion. If epithelioma, will radium treatment be 
indicated? If so, when should it be used and 
how should it be applied? Please discuss the 
proper treatment of epithelioma of the lips. 

Answer.—lf a positive diagnosis has been returned 
and the lesion has been widely excised (V in- 
cision), nothing further need be done to the lip. 
At the University Hospitals and many other 
places throughout this country routine resection 
of the nodes of the neck is made in cases of 
epithelioma of the lower lip. Another treatment 
which is sometimes used, especially by radiolo- 
gists, is radiation of both the primary and the 
nodes. In our experience, the best results are ob- 
tained when the lip is either radiated or widely 
removed by a “V” incision and the nodes of the 
neck are resected. 


3. Question—I would like to get some information as 


to the relative merits of diphtheria toxoid and 
toxin-antitoxin in the prophylaxis of diphtheria. 
2. What is the youngest age that it is advisable 
to give either for the prophylaxis of diphtheria? 
3. I would also like to have an opinion as to 
the merits of the new Dick six dose prophylaxis 
against scarlet fever and the advisability of giv- 
ing it to babies of one year of age. 4. I am 
taking care of some babies who are now in appar- 
ently perfect health, and wish to advise the par- 
ents as to prophylaxis against the various dis- 
eases. Would it be advisable to give 11 months 
old babies prophylaxis against diphtheria, scarlet 
fever, and smallpox at this time? 

Answer—1\. Diphtheria toxoid and toxin-antitoxin 
are equal in value as far as prophylaxis is con- 
cerned. In addition toxoid does not have the 
danger of possible anaphylaxis. 2. The young- 
est advisable age to give either for the prophy- 
laxis of diphtheria is six months. It is usually 
recommended at the ninth month because nat- 
ural immunity runs out at this time. Any time 
within the first year is all right; nine to twelve 
months is usually the recommended time. 3. 
Prophylaxis against scarlet fever has not been 
popular. The probable reasons are: failure to 
guarantee any sort of result, and secondly the 
severe reactions which frequently occur. If 
parents would have it given to their children with 
these reservations, I see no harm in offering it to 
your patients. 4. The 11 months old_ babies 
should be vaccinated at once against diphtheria, 
using toxoid. Give the injections one week apart, 
either three or four, and on the last injection 
vaccinate the girls on the lower leg, and the boys 
on the arm against smallpox. It is not neces- 
sary to do a Schick test for at least six months. 
After that, if the parents still want to have the 
scarlet fever done, it could be given. It is 
recommended that you give them in this order— 
diphtheria, smallpox, then scarlet fever. 


4. Question—I have a patient with trouble in her 


pelvis. The history is as follows: She is about 
(Continued on page 191) 
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Theodor Bratrud 
1873-1930 


Dr. Theodor Bratrud, pioneer surgeon of Warren, 
Minnesota, died suddenly at his home December 6, 1930. 

Theodor Bratrud was born at Fountain, Fillmore 
County, Minnesota, February 14, 1873. He received his 
early preliminary education at Spring Valley, Minne- 
sota. He graduated from the University of Minnesota 
in 1898 with the degrees of Bachelor of Arts and Doc- 
tor of Medicine, and immediately came to Warren, 
Minnesota, where he practiced until his death. Besides 
the countless number of friends, Dr. Bratrud leaves to 
mourn six brothers, namely, Christ of Sioux Falls, 
South Dakota; John and Oscar of Tacoma, Washing- 
ton; Albert of Spring Valley, Minnesota; Edward of 
Warren; and Arthur of Minneapolis, Minnesota. 

Coming to Warren in 1899 after finishing his course 
in medicine, Dr. Bratrud availed himself of the oppor- 
tunities in the then young Red River Valley and 
through conscientious study and painstaking work 
earned for himself a reputation, not only locally but 
also nationally. In 1904 he founded the Warren Hos- 
pital, with which institution he was connected until late 
in 1926, since which time he has operated an independ- 
ent hospital and clinic. His associates in this field were 
Dr. Edward Bratrud and Dr. David Berge. Dr. Brat- 
rud’s latest great deed was the founding of the new 
St. Luke’s Hospital in Thief River Falls, Minnesota. 
He was to have been chief of staff of this new $100,000 
structure. 

The doctor had added to his early medical education 
by post-graduate work in Europe in 1904 and 1927, and 
also by attending all the leading clinics in the United 
States at regular intervals. He was a member of the 
Red River Valley Medical and Minnesota State Socie- 
ties, Minnesota Academy of Medicine, and American 
College of Surgeons. He was also councilor and mem- 
ber of the Credentials Committee of the American Col- 
lege of Surgeons. He contributed many original and 
splendid articles to the medical literature. He _ be- 
longed to several fraternal and social organizations, in- 
cluding the Masons, the Shriners, the I. O. O. F. and 
the Minneapolis Athletic Club. He was a physician 
and surgeon for the Soo Line. 

During his long years of highly successful practice 
Dr. Bratrud showed much unselfishness through 
philanthropical gifts. “There are few men in the 
Northwest who have contributed so much to Church 
and State as Dr. Bratrud has.” “In the passing of 
Dr. Bratrud we have lost in him one of America’s great 
surgeons.” 





Resolution of the Red River Valley Medical Society: 
WHEREAS, The Red River Valley Medical Society 
has sustained a loss in the death of our colleague, Dr. 
Theodor Bratrud, one of the pioneer doctors and one 
of the pioneer members of our society, who departed 
this life on December 12, 1930, at Warren, Minnesota. 
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WHEREAS, he was one of the leading surgeons of 
his community and the Northwest, deeply interested in 
the advance of scientific medicine, charitable to the 
poor and to the Church, and always ready to aid in 
all those things that were for the betterment of the 
profession. 

THEREFORE, BE IT RESOLVED, that we, the 
members of the Red River Valley Medical Association, 
express our appreciation for the years of devoted serv- 
ice and fellowship and extend to the saddened family 
the sympathy of the society. 

RESOLVED, that a copy of this resolution be em- 
bodied in the minutes of our society, and that a copy be 
sent to the family as a tribute in memory of our col- 
league. 


J. F. Norman, M.D., Chairman, 
H. H. Hodgson, M.D., 
C. L. Oppegaard, M.D., Sec’y-Treas. 





Dr. William A. Jones 
1859-1931 


Dr. William A. Jones, well-known neurologist of 
Minneapolis, died at the Northwestern Hospital on 
January 15, at the age of seventy-one. Dr. Jones was 
not only one of the pioneer Minnesota physicians but 
he was one of the first physicians in Minnesota to spe- 
cialize in neurology. As editor of the Journal-Lancet 
since 1901, Dr. Jones has also been actively identified 
with medical journalism in the Northwest. 

Born at St. Peter, Minnesota, in 1859, Dr. Jones 
came of Scotch and Welsh ancestry and both of his 
grandsires were soldiers in the Revolution. His par- 
ents came west in the early days and braved the dan- 
gers of frontier life in Minnesota. 

After attending grade and high school in St. Peter, 
Dr. Jones first studied the drug business in his father’s 
store. Later he took up the study of medicine at the 
University of the City of New York, where he grad- 
uated in 1881." After graduation he became assistant 
physician at the State Hospital for the Insane at St. 
Peter. 

From 1883 to 1886, Dr. Jones practiced in Minneap- 
olis. After his marriage in 1887 to Annie R. Johnson 
of Denver, he went with his wife to Europe, where he 
took special work in the study of nervous diseases, in 
Berlin and Vienna. Upon returning to Minneapolis he 
limited his practice to nervous and mental diseases and 
became clinical professor of this specialty at the Uni- 
versity. 

At various times he was president of the American 
Neurological Association, the Minnesota Academy of 
Medicine and the Hennepin County Medical Society. 
From 1905 to 1917 he was president of the Minnesota 
State Board of Health and in 1914 was chairman of 
the section of nervous diseases of the American Medi- 
cal Association. In 1928, as vice president of the Amer- 
ican Medical Association, he was very active in plan- 
ning the convention of that body in Minneapolis. Dr. 
Jones was a member of the Westminster Presbyterian 
Church, the Minneapolis, University, and Minikahda 
Clubs of Minneapolis, and the Minnesota Club of Saint 
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Paul. He is survived by his wife and a sister, Mrs. 
J. W. Bell, of Minneapolis. 





Dr. Fred A. Swartwood 
1860-1930 


Dr. Fred A. Swartwood, a practicing physician in 
Waseca, Minnesota, for a period of forty years, died 
at his home, Wednesday evening, November 12, 1930, 
aged 69 years. Death followed a year’s illness and was 
due to heart failure. 

Born at Cannon City, Rice county, on December 8, 
1860, Dr. Swartwood was a son of the Hon. Henry A. 
Swartwood, who came to Minnesota in 1857 and later 
served in the legislature Dr. Swartwood attended the 
public schools of his district, took a four year course 
at Carleton College, Northfield, and graduated from the 
Medical College at Ann Arbor, Mich., in 1886. His 
marriage to Miss Ida M. Poe of Northfield took place 
on November 20 of that year and they came to Waseca 
to make their home the next month. 

Dr. Swartwood was active in Republican politics, 
serving as party leader in the county, and was post- 
master under the administrations of McKinley, Roose- 
velt and Taft. In 1920 he was elected mayor and was 
re-elected for the two succeeding years. During this 
time he instituted the movements resulting in the 
building of the Waseca Memorial Hospital. 

He enjoyed a wide popularity among railroad men 
and had served as physician and surgeon for the C. & 
N. W. Ry. since the war. He was always a hard worker 
and was capable of performing an immense amount of 
labor. 

Mrs. Swartwood and a son and a daughter survive. 
The children are Harold Swartwood of Chicago and 
Mrs. Mark (Madeline) Moore of Waseca. Two grand- 
sons, Mark, Jr., and Henry Moore; a sister, Mrs. Ed- 
ward Pike; and a brother, Carlton Swartwood, both 
of Minneapolis, also survive. 





THE PROPHYLAXIS OF COCAINE AND 


ALLIED INTOXICANTS 


A study to determine the efficiency of barbital com- 
pounds in the detoxication of local anesthetics has 
been made. The minimal tolerated and minimal lethal 
doses of cocaine, procaine and butyn for rabbits were 
determined without protection and after the adminis- 
tration of various depressants. The depressants found 
effective and in the order of their efficacy were ureth- 
ane (ethyl carbamate), chloral hydrate, paraldehyde, 
barbital, phenobarbital, and isoamylethyl-barbituric acid, 
the last named being the most effective. The investi- 
gators find that there are two types of intoxication into 
which clinical cases may be divided. One has a pro- 
longed course and death results from primary respir- 
atory failure; the other has a short course and death 
results from primary cardiac failure. The first type is 
reproduced experimentally by subcutaneous injection of 
cocaine, the second type by intravenous injection. 
Against this second type of intoxication the depress- 
ants are valueless. (Jour. A. M. A., December 13, 
1930, p. 1839.) 
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MISCELLANEOUS 


A SATISFACTORY METHOD OF OBTAINING 
PROSTATIC AND SEMINAL VESICULAR 
SECRETIONS FOR BACTERIAL 
STAINING 


WitiiaMm P. Hersst, M.D. 


Minneapolis 


The two most generally used methods of staining 
prostatic and seminal vesicular secretions for the iden- 
tification of microOrganisms present are: (1) Usual 
stains of dried secretion films on slides; (2) usual 
stains of sedimented urine voided immediately follow- 
ing prostatic and seminal vesicular massage. 

The results obtained by the first method are uniform- 
ly unsatisfactory because the secretion is either washed 
off in staining or one sees only conglomerate masses of 
stain with no possibility of identifying the microdrgan- 
isms through it. This holds true except in secretions 
which have lost their normal constituents through pro- 
longed and severe infections resulting in the secretion 
being pure pus. 

The results of stains of the urine which has washed 
the urethra of its expressed secretions are satisfactory 
as far as identification of the contained bacteria are 
concerned, but the fact that the urine itself frequently 
contains microOrganisms or pus, or both, makes this 
method inaccurate. 

These methods are in use by all the technicians and 
physicians in many hospitals and private laboratories 
questioned by the writer. 

A satisfactory method is as follows: 

1. Irrigate the urethra with any antiseptic solution 
desired after complete emptying of the bladder. 

2. Massage either the prostate or seminal vesicles, 
or both, with the finger per rectum, instructing the pa- 
tient to compress the glans penis so that the secretion 
will not be allowed to run out until desired. 

3. Allow the secretion to run into 4 c.c. of sterile 
water in a centrifuge tube. 

4. Shake the mixture and centrifuge 3 to 5 minutes. 

5. Stain the sediment smears by any staining method 
desired. 





MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


QUACK DOCTER DENIED CITIZENSHIP BY FEDERAL COURT 
“Doctor” George, alias George Garoponlo, alias 
George Denison Georgeopoulous, who was arrested in 
St. Paul July 2, 1929, charged with violating the Basic 
Science Law, and who, on October 7, entered a plea of 
guilty and was fined $250.00, had his petition for citizen- 
ship denied in Federal Court December 22, 1930, by the 
Hon. J. W. Molyneaux, Judge of the Federal Court. 
Investigation by the Government disclosed “Doctor” 
George had told an entirely different story than the 
statement of facts to which he plead guilty. The Gov- 
ernment requested that Mr. Brist, attorney for the 
State Board of Medical Examiners, appear in Court at 
the hearing on the applicant’s petition for citizenship. 





MISCELLANEOUS 


Immediately at the termination of the hearing Judge 
Molyneaux denied George’s application to become a 
citizen. Judge Molyneaux informed the applicant that 


the Court was not admitting anyone to citizenship un- 
less they made a showing of a good moral character 
and respect for the law. 





SCHOOL SUPERINTENDENT SENTENCED FOR VIOLATING THE 
BASIC SCIENCE LAW 
State of Minnesota vs. Edward L. Schmidt 


On November 20, 1930, Edward L. Schmidt of the 
Public School Board at Meadow Lands, Minnesota, 
entered a plea of guilty before Judge Fesler of the 
District Court of Duluth, to a charge of practicing 
healing without a Basic Science Certificate. The de- 
fendant has persisted for the past three years in treat- 
ing people in that vicinity for various ailments. He is 
not a medical man but apparently possessed some pecu- 
liar complex in reference to the practicing of healing. He 
had been previously warned on two occasions but con- 
tinued to remain in the business. Mr. Brist, represent- 
ing the State Board of Medical Examiners, reports 
finding various medicinal preparations, including chlo- 
roform and ether, in his possession, besides a stetho- 
scope, thermometer, artery forceps and other surgical 
instruments. 

Judge Fesler sentenced the defendant to pay a fine 
of $500 or three months on the St. Louis County Work 
Farm. The Court stayed the sentence until the further 
order of the Court. Judge Fesler warned Schmidt that 
any attempt on his part to practice healing in any way, 
shape or manner in the future would result in the pay- 
ment of the fine and serving of the jail sentence. 
Schmidt has also been acting as Health Officer for three 
towns in that vicinity and receiving $450 a year for 
that service. He is to resign as Health Officer imme- 
diately. 

Mr. Brist reports splendid codperation from Mason 
M. Forbes, County Attorney of St. Louis County, and 
Harry Boyle, Assistant County Attorney. Splendid co- 
operation was also received from Judge Funck of the 
Municipal Court of Duluth and Judge Fesler of the 
District Court. 





ARABIAN RHEUMATIC SPECIALIST SENTENCED TO WOMAN’S 

REFORMATORY AT SHAKOPEE, MINN. 

State of Minnesota vs. Winchel 
Ada Winchel, fifty-one years of age, was sentenced 
to a term of not to exceed one year in the Women’s 
Reformatory at Shakopee, Minnesota, on December 8, 
1930, by the Hon. R. D. O’Brien, Judge of the District 
Court, St. Paul, Minn. The defendant was arrested 
November 29, charged with a violation of the Basic 
Science Law. Mrs. Winchel has been maintaining an 
office at 308 Pittsburgh Bldg., St. Paul, without a license 
to practice healing. She held herself to the public as 
an Arabian Rheumatic Specialist. She was arrested 
following the diagnosis of a case as rheumatism and 
offering to cure the same in four months time. The 
defendant told the Court that she had been getting her 
Arabian liniment from Mohamet Nackley, alias 
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“Doctor” Muckly, who on December 9, 1929, was 
sentenced to one year in the State Prison at Stillwater, 
Minnesota, for receiving the earnings of a prostitute. 
Nackley had his place of business at the Superior 
Hotel, 379 Jackson St., St. Paul. The Court suspended 
the sentence and placed Mrs. Winchel in the custody 
of the Probation Officer, on the condition that she close 
her office and refrain from practicing in any way, shape 
or manner in the State of Minnesota. 
Splendid codperation was received in this case from 
Dr. Simon, Health Officer, and Mr. C. D. O’Brien, Jr., 
County Attorney. 





NATUROPATH IN PRACTICE FOURTEEN 
YEARS SENTENCED 
State of Minnesota vs. Viger (two cases) 

George R. Viger, 45 years of age, with offices at 400 
3remer Arcade, St. Paul, Minn., was sentenced by the 
Hon. R. D. O’Brien, Judge of the District Court, on 
December 10, to pay a fine of $200 and to serve a year 
in the Workhouse for practicing healing without a 
Basic Science Certificate. The fine was paid and the 
Court suspended the jail sentence on the condition that 
the defendant refrain from practicing healing in any 
manner in the State of Minnesota. It was stated to 
the Court that the defendant is leaving the State to 
enter the fruit business in Texas. 

Viger was indicted by the Grand Jury of Ramsey 
County on November 26, on two counts charging him 
with practicing healing without a Basic Science cer- 
tificate, in that he treated a patient for diabetes and 
another patient for goiter. The diabetes patient had 
been previously treated with insulin but had stopped 
taking insulin in April, 1930. The patient commenced 
treating with Viger in July, 1930. On September 21, the 
patient died at St. Cloud, Minn. The defendant has 
been engaged in the practice of healing in St. Paul for 
the past fourteen years. From 1920 to 1927 the de- 
fendant held himself to be a physician and surgeon. 
Recently he has been holding himself to be a naturo- 
pathic physician. 

Mr. Brist, representing the State Board of Medical 
Examiners, reports splendid codperation in this case 
from C. D. O’Brien, Jr., County Attorney, and Mr. 
Allen, Assistant County Attorney. Judge O’Brien is to 
be commended for his stand in insisting that unlicensed 
practitioners should not be allowed to continue in busi- 
ness and in placing over them a jail sentence of suf- 
ficient severity to make it unlikely that they will con- 
tinue in business. 





NATURE OF THE SUBSTANCE IN LIVER 
ACTIVE IN PERNICIOUS ANEMIA 

The search for the “active principle” which renders 
liver potent in the treatment of pernicious anemia has 
resulted in the isolation of an active crystalline salt 
demonstrated to be clinically potent in pernicious 
anemia. It is a compound of beta-hydroxyglutamic 
acid and hydroxyproline. Both of these substances 
possess the characters of protein derivatives; the mode 


of their linkage remains to be ascertained. (Jour 
A. M. A., November 15, 1930, p. 1509.) 
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REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 





MEDICAL BROADCAST FOR THE MONTH 


The Minnesota State Medical Association Morning 
Health Service 


The Minnesota State Medical Association broadcasts 
weekly at 11:15 o’clock every Wednesday morning over 
station WCCO, Minneapolis and Saint Paul (810 kilo- 
cycles or 370.2 meters). 

SPEAKER: William A. O’Brien, M.D., Associate 
Professor of Pathology and Preventive Medicine, Med- 
ical School, University of Minnesota. 

The program for the month of February will be as 
follows: 

February 4—Humidity in the Home. 

February 11—Control of Diphtheria. 

February 18—Treatment of Constipation. 

February 25—Cancer of the Uterus. 


SECRETARIES CONFERENCE 


Among the important personages who will be present 
in St. Paul, Minnesota, for the annual Secretaries Con- 
ference at the St. Paul Hotel, February 7, are Drs. E. 
Starr Judd, Rochester, president-elect of the American 
Medical Association; L. Sogge, Windom, president of 
the Minnesota State Medical Association; and Messrs. 
H. A. Bellows, Minneapolis, vice president of the 
Columbia Broadcasting System, and Vernon D. Blank, 
Des Moines, Iowa, managing director of the Iowa State 
Medical Society. 

Dr. E. Starr Judd, Dr. L. Sogge and Mr. H. A. 
Bellows will speak at the luncheon which is an annual 
feature of the meeting. Mr. Bellows has chosen for 
his subject, “The Use of Broadcasting for Misleading 
and Dangerous Advertising.” 

The morning. session, opening at 9:00 o’clock, will 
be devoted largely to the interests and opportunities 
of the County Medical Society. Mr. Vernon D. Blank 
will explain the Iowa system of the “Care of the 
Indigent Sick by Contract.” A symposium on “Public 
Health Relations” is to occupy the afternoon session. 





CLAY-BECKER COUNTY SOCIETY 


New officers of the Clay-Becker County Medical So- 
ciety are: President, Dr. B. T. Bottolfson, Moorhead; 
vice president, Dr. J. E. Carman, Detroit Lakes; secre- 
tary-treasurer, Dr..J. H. Heimark, Moorhead; delegate, 
Dr. M. C. Bergheim, Hawley; alternate, Dr. O. O. 
Larsen, Detroit Lakes; censor, Dr. L. H. Rutledge, 
Detroit Lakes. 

Dr. E. A. Meyerding and Dr. Robert M. Burns, St. 
Paul, Minnesota, addressed the annual meeting of the 
society on “Our Public Relations” and “The Trend of 
Modern Medicine,” respectively, at the St. Ansgar’s 
Hospital at Moorhead, Minnesota. 
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WASHINGTON COUNTY SOCIETY 


The Washington County Medical Society met at the 
Stillwater Club Rooms for the regular monthly meet- 
ing, January 13, 1931, with a majority of the members 
present. Dr. J. B. Carey of the Nicollet Clinic, Minne- 
apolis, was the guest speaker. His subject was “Gastro- 
intestinal Lesions,” the etiology, diagnosis and treat- 
ment, illustrated by numerous and very fine x-ray films. 


CAMP RELEASE DISTRICT SOCIETY 


Camp Release District Medical Society held its an- 
nual meeting in the Legion Hall, Granite Falls, Minn., 
December 4, 1930. During the business session the fol- 
lowing officers were unanimously elected. Dr. J. S. 
Kilbride, Canby, president; Dr. F. W. Penhall, Mor- 
ton, vice president; Dr. L. J. Holmberg, Canby, sec- 
retary-treasurer. 

State Secretary E. A. Meyerding, of St. Paul, then 
gave a splendid talk on “How the State Association 
Codperates with the Lay Organizations of the State,” 
and presented lantern slides showing the new state as- 
sociation office building and the different departments. 

Dr. W. A. Fansler, of Minneapolis, followed with an 
unusually interesting address on “Hemorrhoids and 
Their Treatment” and held a clinic, giving a practical 
demonstration of the injection method for ambulatory 
cases. 

The society then adjourned to the Hotel Keegan for 
the joint banquet dinner with the Ladies’ Auxiliary, 
during which our State President, Dr. S. H. Boyer of 
Duluth, addressed us in a very entertaining manner on 
“The General Activities of the Parent Organization.” 

Dr. Meyerding again spoke for the ladies, emphasiz- 
ing the value of their organization to the district and 
state societies. 

Meeting was again called to order in the Legion Hall, 
and Dr. T. A. Peppard, of Minneapolis, gave a most in- 
teresting and instructive talk on “Heart Diseases,” held 
a heart clinic, and demonstrated the use of the elec- 
trocardiograph in a most practical manner. The Min- 
neapolis General Electric Company had shipped the 
machine out to Granite Falls for this purpose. 

A rising vote of thanks was tendered the distin- 
guished guests for their presence and part in the pro- 
gram, and the meeting adjourned subject to executive 
call for the spring meeting. 

L. J. Hotmperc, Secretary-Treasurer. 





ORAL USE OF OVARIAN PRODUCTS IN 
MENOPAUSE 


Rational as ovarian therapy may theoretically appear 
to be in some conditions, the actual results are rarely 
striking and often nil to the careful observer. Exten- 
sive clinical experience has failed to establish the value 
of the desiccated preparations administered orally. The 
Council on Pharmacy and Chemistry has omitted all 
desiccated ovary preparations for oral administration 
because long extended clinical use has failed to dem- 
onstrate the efficacy of the marketed brands. (Jour. 
A. M. A., October 11, 1930, p. 1119.) 
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WOMEN’S AUXILIARY 
Minnesota State Medical Association 





President—Mrs. S. S. Hesselgrave, St. Paul 
Chairman Press and Publicity—Mrs. E. A. Meyerding, St. Paul 
Editor—Mrs. A. A. Passer, Olivia 


The various committees of the Women’s Auxiliary 
are at work with an earnest determination to obtain the 
most gratifying results each in their own particular 
sphere of action. Mrs. James Blake, chairman of the 
Organization and Membership Committee, assisted by 
the three vice presidents, has as an objective the or- 
ganization of auxiliaries to twenty-four county medical 
societies and their affiliation to the State and to the 
National Auxiliaries. No county or other auxiliary 
may affiliate with the A. M. A. save through the state 
auxiliary; no auxiliary will be represented at the na- 
tional convention that has not affiliated with our state 
auxiliary by March 15. The national fiscal year ends 
in March and no auxiliary is allowed a representative 
to the National Convention after the books are closed. 
If you have friends among the doctors’ wives who are 
not members, tell them of the advantages of our or- 
ganization, and ask them to join the 12,000 doctors’ 
wives whose interests are closely linked with the medi- 
cal profession. We must do our utmost to retain our 
rank of third largest membership in the national or- 
ganization. Our membership now totals 838. 

Mrs. Hugh J. Tunstead, legislative chairman, requests 
that each county appoint a member for her committee 
who may be called upon to perform only such service 
as shall be advised and approved by the Legislative 
Committee of the State Medical Association under the 
leadership of Dr. Herman Johnson. The National 
Auxiliary takes care of the legislation of interest to 
doctors, in the U. S. Senate and House, through the 
A. M. A., so our interest centers chiefly in legislation 
in our own state. 

Mrs. Carl Larsen, chairman of the Finance and Bud- 
get Committee, is preparing the budget for the com- 
ing year. 

Mrs. Ben Davis, chairman of Public Relations Com- 
mittee, is awaiting the program now under considera- 
tion by our advisors. Dr. E. A. Meyerding, secretary 
of the Minnesota State Medical Association, has offered 
to loan books to auxiliaries for the study of medical 
subjects in preparation for intelligent discussion of va- 
rious questions that are brought up at clubs, P. T. A., 
etc. He will also recommend speakers for meetings 
on application to him at 11 West Summit Avenue, St. 
Paul. Hyceta and Everysopy’s HEALTH are recom- 
mended by our advisors, and should be placed in read- 
ing rooms, hospitals, schools and libraries. We trust 
that the offer of a double subscription to the above 
magazines made by the Minnesota Public Health Asso- 
ciation in December will spread much truth in our 
state. 

Mrs. E. A. Meyerding, chairman of Press and Pub- 
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licity, asks that each county auxiliary publish notices 
of its meetings in the local papers; notices of all State 
Executive Board meetings, and of the annual meeting; 


three clippings to be sent to the editor, Mrs. A. A. 
Passer. 


Mrs. A. A. Passer, editor, asks that news of auxiliary 
activities be sent her each month, not later than the 
eighth. 


Mrs. S. S. Hesselgrave, president, sends the following 
message : 

We have had the pleasure of visiting four of our 
auxiliaries, namely, Washington County, Rice County, 
Wright County, and Ramsey County, and during Janu- 
ary we are to visit Hennepin and St. Louis Counties. 
We are impressed with the value of the auxiliary from 
many points of view. Especially is the spirit of kindli- 
ness evident in all these gatherings, and the oft re- 
peated statement that doctors’ wives, unlike doctors, 
have nothing in common, is truly an error, since the 
wives have one very decided interest and that is the 
doctor. Were the doctors to attend a meeting of any 
of the auxiliaries they would be convinced of the value 
of the auxiliary from the standpoint of the common 
interest of all its members. 

The activities of our component societies are note- 
worthy. The hospitals and various institutions are the 
recipients of much cheer and comfort and our loans 
are a boon to the medical student and the student nurse. 

The social side is not neglected and the well organ- 
ized auxiliary can, with perfect ease, entertain hundreds 
of visitors during a convention, where the lack of an 
organization of that sort would entail a loss of time and 
prove a costly experiment. The very gracious hospital- 
ity extended by the St. Louis County Auxiliary to our 
members and to visitors during the annual conventior 
in Duluth last July alone justifies the existence of a 
Women’s Auxiliary. 

A copy of the annual meeting minutes was Sent to 
each county president in September, and a copy of the 
Constitution was mailed to each member of the state 
auxiliary in November. In December letters were sent 
to the county presidents asking them to codperate in 
the sale of Christmas seals.. Please notify us at once 
after your election of officers so that we may send ma- 
terial to the proper addresses. 

At the request of the Women’s Auxiliary to the A. 
M. A. we have asked that three advisors be appointed 
from the Minnesota State Medical Association, and we 
are informed that Drs. C. B. Wright, George Earl and 
E. A. Meyerding will guide us this coming year. May 
we suggest that local auxiliaries follow this plan? We 
cannot embarrass our medical societies in any way if 
we consult them first, and they know what they want 
their auxiliary to do and when to advise against im- 
prudent actions. 

May I solicit your codperation and suggest that we 
put our best efforts into our work during the next four 
months, at the end of which time we must give an 
account of our stewardship to both the state and the 
national auxiliaries. The state meeting will be held in 
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Minneapolis May 3, 4 and 5, 1931, and the national 
convention will be held in Philadelphia June 8, 9, 10, 11 
and 12, 1931. 


BLUE EARTH COUNTY AUXILIARY 


The Blue Earth County Auxiliary was organized in 
1924 and affiliated with the State Auxiliary in 1926. It 
has a membership of nineteen. Two bridge teas were 
recently given, the proceeds to be used to sponsor 
“Hospital Day” at each of the local hospitals. The 
following officers were elected for 1931: President, 
Mrs. A. E. Sohner; vice president, Mrs. H. L. Huffing- 
ton; secretary, Mrs. William Black; treasurer, Mrs. 
W. C. Stillwell; corresponding secretary, Mrs. John 
Butzer. 

Committee chairmen for the year are: Legislative, 
Mrs. R. G. Hassett and Mrs. F. W. Franchere; Mem- 
bership, Mrs. A. V. Denman, Mrs. J. T. Schlessleman; 
Press and Publicity, Mrs. John Butzer and Mrs. Wil- 
liam Black; Social, Mrs. G. A. Dahl, Mrs. A. W. Eck- 
stein and Mrs. A. J. Wentworth. 


STEARNS-BENTON AUXILIARY 


The Women’s Auxiliary of the Stearns-Benton Medi- 
cal Society has thirty-one state and local members. In 
December the members met with Mrs. Werner Hem- 
stedt of the St. Cloud Reformatory, at which time a 
Hospital Auxiliary was organized for the purpose of 
making sheets and pillow cases for the St. Cloud hospi- 
tal. The January meeting was held at the home of 
Mrs. J. E. Dwyer, St. Cloud. Officers for 1931 are: 
President, Mrs. Werner Hemstedt; first vice president, 
Mrs. T. N. Fleming; second vice president, Mrs. D. G. 
Kohler; corresponding secretary, Mrs. J. J. Gelz: 
recording secretary, Mrs. R. N. Jones; treasurer, Mrs. 
Jennie Hovorka; auditor, Mrs. J. C. Buscher. 


WASHINGTON COUNTY AUXILIARY 


On Tuesday, February 3, the Washington County 
Auxiliary and. their husbands will be entertained at 
supper by Miss Christine Strom, superintendent of 
Lakeview Memorial Hospital, Stillwater. Speakers will 
be Drs. Herman Johnson, George Earl and Robert M. 
Burns. 

The January meeting was held at the home of Mrs. 
E. Sydney Boleyn of Stillwater. Mrs. C. E. Andreas- 
sen of Minneapolis, who spent five years in China as 
the wife of a medical missionary, was the speaker. 

Officers for 1931 are: President, Mrs. John W. Stuhr; 
vice president, Mrs. W. J. Hewson; secretary and 
treasurer, Mrs. Henry Van Meier. 





HEXYLRESORCINOL AS AN ASCARICIDE 


Lamson and his collaborators believe that they have 
discovered an effective ascaricide in hexylresorcinol. 
According to New and Non-official Remedies, the drug 
is stated to be relatively nontoxic when administered 
by mouth. The drug has irritant properties, but these 
are not regarded as a contraindication for its occa- 
sional use and they are transitory in effect. (Jour. 
A. M. A., November 22, 1930, p. 1592.) 
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Meeting of December 10, 1930 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club, Wednesday evening, December 10, 1930. Dinner 
was served at 7 o’clock and the meeting was called to 
order by the President, Dr. Emil S. Geist. There were 
fifty-one members present. 

Minutes of the November meeting were read by the 
Secretary and approved as read. 

The following officers were elected for 1931: Presi- 
dent, J. S. Gilfillan, St. Paul; vice president, J. C. Lit- 
zenberg, Minneapolis; a A 
Vake, Minneapolis. 

The scientific program was as follows: 

Dr. Hitpinc Berctunp (Minneapolis) reported a 
case which had been seen at the University Hospital at 
various times over a period of three or four years, in 
which various diagnoses had been made. 


secretary-treasurer, La- 


DISCUSSION 


Dr. E. L. Garpner (Minneapolis): This is an ex- 
tremely interesting case. I have been following since 
the spring of 1927 a somewhat similar case. The pa- 
tient is a nurse, forty years of age, who came into the 
office with the support of two friends. She had com- 
plained of stiffness of the muscles and joints, with va- 
rious aches and pains which had been recurrent since 
1917. In 1921 she began to have diarrhea with six or 
eight stools a day. She has been having recurrence of 
the diarrhea and stiffness throughout the body with the 
approach of spring each year, while in the fall and 
winter her symptoms were usually very slight. She 
had given no history of redness of the joints, has no 
fever and claims that the soreness was generally dis- 
tributed not to the joints alone but all over the bony 
skeleton. She had noticed that there was free oil in 
the stools, which floated upon water. Her diet had 
always been an excessive vegetable one. She has be- 
come extremely irritable, some muscle twitching, and 
had been considered as a case of nervous prostration. 

Upon examination we found a very frail young wom- 
an, under ninety pounds in weight. The skin was 
rather pale, muscles flabby, gait very difficult because 
of an extreme spasm of the spinal muscles and upper 
thigh muscles, especially the adductors of the thigh, 
whenever she attempted to walk. The positive findings 
were spongy gums with soft teeth, negative chest, and 
upon examination of the extremities there seemed to 
be an intense tenderness over the bones upon pressure 
and not limited to the joints. The muscles were ex- 
tremely spastic and irritable, although we could not 
demonstrate any of the symptoms of true tetany. The 
abdomen showed general tenderness, especially over the 
colon. The nervous examination was entirely negative. 
There was no decrease of vibration sense. There was 
a complete achylia gastrica. The hemoglobin ranged 
between 50 and 65 per cent but there was no abnormal 
condition of the red blood cells except hypochromasia, 
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There 
were no changes in the blood to suggest pernicious 
anemia. The stools were strongly acid in reaction, of 
waxy color and contained a large quantity of neutral 
fat which stained with fat stain. There was also a 
marked excess of undigested meat fibers and starch 
granules. The blood chemistry showed a calcium of 8.8, 
but a normal VanSlyke. The x-ray examination showed 
a normal stomach except for hyperperistalsis and there 
was hypermotility all along the digestive tract. The 
gallbladder filled poorly after tetraiodophthalein. One 
very important feature of the case was that it was 
almost impossible to show the bone on +-ray films be- 
cause of the lack of shadow-producing quality, which 
was interpreted as probably due to a withdrawal of 
calcium phosphate. 

The progress of this case was extremely interesting. 
Since we were unable to make a definite diagnosis as to 
the condition, but since we believed that many of the 
symptoms were not due to arthritis but due to decal- 
cification of the bone, and since the patient apparently 
was losing so much calcium by the diarrhea, we put 
her on a diet which would produce the nearest normal 
She was given a diet with restriction of 
starches, but containing rather large quantities of but- 
ter-fat. All the vegetables were finely divided and she 
was given rather large quantities of protein. She was 
also given large doses of calcium carbonate and cal- 
cium phosphate sufficient to hold down the diarrhea. 
Under this management, as well as the exposure to sun- 
light, the stools became formed and free from undi- 
gested food particles. Within six months after treat- 
ment the patient was able to be up and about and dur- 
ing the past three years has been able to be a public 
health nurse in one of our largest department stores. 
She has had no recurrence of her trouble, but is still 
very careful to maintain normally formed stools as 
well as maintain her nutrition. 


and the hemoglobin index was well below one. 


stools. 


An x-ray examination of the bones more recently 
shows them to be perfectly normal. There was no 
arthritis and no deformities. 

This case also seems to be one of decalcification of 
the bone, probably secondary to a gastrointestinal lesion 
which prevented the proper absorption of calcium salts 
and caused their withdrawal from the bony skeleton. 
We have in this case a blood calcium slightly below 
normal which returned to normal after a period of 
three months. And also we had in this case a muscle 


irritability and muscle spasm. The VanSlyke was al- 


normal and we could not demonstrate a true 
spasmophilia. 

Both Dr. Berglund’s and my case are interesting for 
speculation, but it seems very probable that the with- 
drawal of calcium from the body by a chronic diarrhea 


Was an important factor in producing the symptoms. 


ways 


Dr. JAMES JoHNSON (Minneapolis) read his thesis, 
entitled “Acute Mechanical Obstruction of the Lower 
Bowel, with an Analysis of Thirty-six Personal Cases.” 
Lantern slides were shown. 


DISCUSSION 
Dr. A. R. Corvin (St. Paul): I am not quite clear 
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as to Dr. Johnson’s classification of high and low ob- 
struction. Of course, we all readily recognize the fact 
that the higher up in the small intestine the obstruction 
occurs the more dangerous it is. The classification that 
I like to carry in mind is whether the obstruction is of 
the large bowel or of the small bowel. 


An English surgeon reported all the cases operated 
on at one of the large London hospitals—over 900 cases. 
His study led him to believe that it was almost fatal 
to attempt to do any radical surgery in acute obstruc- 
tion. Enterostomy, of course, as Dr. Johnson has done 
it, is a life-saving procedure. In obstruction of the 
colon from the cecum on, I believe the life-saving pro- 
cedure is cecostomy. It is sometimes a question as to 
how cecostomy or enterostomy should be done. 

The cecum seems to bear the brunt of the distention; 
obstruction anywhere below the cecum is attended by 
greater distention of the cecum than any other part of 
the large bowel. Indeed, in a neglected case we may 
find ulcers in the cecum without finding ulcers any- 
where else. I think if the cecum is very greatly dis- 
tended and the patient is very sick, even a little nick 
made to put a catheter in may allow just enough con- 
tents to escape to spoil the whole game and the pa- 
tient may die of peritonitis. 

The procedure I like best is, under local anesthesia, 
to expose the cecum so that a sufficient area can be 
used to suture to the peritoneum. If not sewed to 
anything more than the peritoneum, the opening will 
almost invariably close. It is difficult to sew this with- 
out penetrating the distended cecum, but it can be done 
and in that manner one can wall off a portion of the 
cecum enough to definitely relieve the obstruction. It 
is very rare, of course, that one can’t wait a few hours 
before opening the cecum. It is best to wait 4 or 5 
hours if possible, because it is surprising how much 
gluing of the peritoneum has occurred and there is no 
danger then of infecting the peritoneal cavity. The re- 
lief on opening is almost immediate. It is fatal to try 
to do a resection in acute obstruction. 

The diagnosis of intestinal obstruction in the large 
bowel is a very interesting subject. For instance, I 
saw a woman about a year ago who was brought into 
the hospital with a very high temperature and in a great 
deal of pain. Her symptoms were those of obstruction 
existing only a few hours. It is very rare to have an 
elevation of temperature in early obstruction. How- 
ever, on giving barium, an obstruction was found in 
the region of the splenic flexure. Cecostomy was done 
at once and the patient relieved. On account of the 
location of the obstruction it was thought that it was 
due to carcinoma. After relieving these patients by 
cecostomy, there is no hurry for further operative pro- 
cedures. A few weeks do not mean much compared to 
the safety of the patient insured by giving the bowel 
time to recover its tone. Later on, in this woman’s 
case there was found to be a carcinoma of the splenic 
flexure and the temperature, I believe, was due to an 
infected carcinoma. I believe this is comparatively 
common in carcinoma of the colon. In carcinoma of 
the colon the supervening obstruction is often due to 
an inflammatory thickening superimposed upon the 
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carcinomatous region. After the relief of the obstruc- 
tion, it takes quite a while for this edema to subside, 
but it frequently does. In this particular case the con- 
ditions were interesting because about a week after I 
had done the cecostomy she complained one day of a 
good deal of pressing down pain in the rectum. I had 
examined her digitally after relieving her by cecostomy 
and the rectum was empty, but later, at the time of 
the complaint of rectal pain, I found that she had a 
fecal impaction in the rectum. Following the cecos- 
tomy the relief of the edema had been sufficient for the 
feces to travel through the carcinomatous mass and 
fecal impaction occurred. Undoubtedly in these narrow 
strictures due to carcinoma the liquid content of the 
upper colon can seep through the stricture and, becom- 
ing inspissated lower down, become well-formed 
masses. 

Dr. A. T. MANN (Minneapolis): I want to compli- 
ment the essayist on the very fine way in which he has 
handled this subject and given us his observations. I 
notice in the list of his chemical changes of the blood, 
that he has acidosis down. It seems to me that in near- 
ly all the cases in which vomiting has occurred to an 
extent to produce chemical changes, we have an alkalo- 
sis, which is a much more dangerous thing than aci- 
dosis itself. We have, with these changes, the kidney 
changes shown very definitely in the blood chemistry 
by a high urea content and often by albumin and casts. 
So that we have two or three different things to con- 
sider in deciding on the treatment for an intestinal ob- 
struction: there is the obstruction itself, and what we 
shall do for the toxemia, the dehydration, the alkalosis 
and high urea percentage. The sodium chloride in the 
water has seemed to have a marvelous effect in 
straightening out these conditions. It helps the de- 
hydration of course, and it has a very marked effect on 
the alkalosis. 


It is more of a problem just what the glucose does 
and, as nearly as I can get at it, its effect on the kidney 
itself is to help the kidney straighten out by its diu- 
retic effect, because if we have an alkalosis it is not 
logical to put in sugar for the alkalosis itself, so it cer- 
tainly must do something else, and its effect on the 
kidney in helping it to do its work better may explain 
some of its value. 


In the operative field, in the late cases we must be 
very careful about limiting the extent of surgery as 
much as possible. Enterostomy should be employed 
more than it is and, in the later cases, very often noth- 
ing else should be done. Holden not only does that 
in practically every case, but he disembowels the pa- 
tient and with the aid of an assistant he actually strips 
the bowel, from the top down, between his fingers, 
which he first smears with vaseline. But that never 
seems to me quite a proper surgical procedure on ac- 
count of the shock. We know that the handling of 
the bowel is one of the things which causes shock in a 
most marked degree so that I believe that surgeons in 
general do not think it is best to do it. 


I think the essayist is greatly to be congratulated on 
his work. 
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Dr. A. E. BENJAMIN (Minneapolis): I have been 
very much interested in this paper. It seems to me 
the first thing one should do is to make a diagnosis 
of where the obstruction is and what the causes are. 
We know that if the obstruction is in the small bowel 
the treatment is different than when in the lower bowel. 
If due to bands of adhesions in the ascending colon, a 
right-sided incision (as in appendicitis) relieving the 
obstruction is all that is required. If the obstruction 
is in the descending colon or sigmoid due to diverticu- 
litis, the treatment must necessarily be different. When 
due to diverticulitis or carcinoma of the sigmoid or 
colon, a colostomy may be necessary. In certain forms 
of diverticulitis producing acute obstruction a colos- 
tomy may be done by simply bringing the colon 
up through the abdominal incision, passing a fascial 
strip through the mesentery for support and when the 
inflammatory obstruction subsides this strip may be cut 
and the colon replaced in the abdomen. The colostomy 
will narrow as the colon functions or it may-be closed 
by an operation. 


If there is much vomiting, a gastric lavage should be 
performed at frequent intervals to remove the toxic 
substances. When the bowel is distended from gas and 
contents, there is a transmigration of infectious micro- 
organisms through the walls of the intestines and a 
peritonitis may supervene. The gastric lavage reduces 
the distention and the patient may be relieved of the 
obstruction. Regurgitation of infectious material in 
the bowel to a higher level which the upper intestinal 
tract is not used to harboring may be responsible for a 
toxic state. In case of a distended cecum, I prefer to 
use a hypodermic needle of large caliber to empty the 
colon of the gaseous material, when the bowel may be 
brought up into the wound and a cecostomy more easily 
performed. Washing the bowel out at frequent inter- 
vals through a colostomy opening reduces the toxic 
substances and overcomes the distention. It also pre- 
vents dehydration. 

If we can make the diagnosis in the first place our 
incision can be made with more certainty of overcom- 
ing the condition. Resection, of course, should be per- 
formed only in old chronic small carcinoma, simple 
obstructive cases or acute mesenteric thrombosis. 

Dr. JoHNsON (in closing): I wish to thank all of 
the doctors who took part in the discussion of this 
thesis. 


Dr. Colvin’s question in regard to the classification 
of high and low obstruction is undoubtedly well put. 
The obstructions reported here are all in the lower 
ileum and colon. High obstructions would be consid- 
ered those in the pylorus, duodenum and jejunum. I 
do not know that one can draw an arbitrary line as to 
what would be high and what would be low except 
from a general understanding. Dr. Colvin and Dr. 
Mann both mention cecostomy in the presence of ob- 
struction from malignancy in the colon. The cases 
reported here causing obstruction were all in the de- 
scending colon where they could be brought out and 
a tube put in the proximal loop. However, as a gen- 
eral rule, it is very necessary before ever attempting 
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4 resection of a malignancy in the colon to do a pri- 
mary cecostomy and allow the patient to overcome all 
of the symptoms of an acute obstruction before at- 
tempting the major procedure. 

The blood chemical changes in the reported cases 
have, I believe, almost entirely been alkalosis. In fact, 
it is very rare now that one ever sees any marked 
chemical changes of either alkalosis or acidosis, because 
they occur only in neglected cases. Dr. Mann men- 
tions the danger of stripping the bowel in cases of ob- 
struction. There are some cases in which this can be 
done to great advantage, but it should be done with a 
great deal of care. In other cases, where the bowel is 
very friable and where undoubtedly leakage has oc- 
curred, it is no doubt advisable not to do this proce- 
dure. I believe this should be left, like many other 
things, to the individual judgment of the surgeon. 


Owing to the lateness of the hour, Dr. F. E. Burch, 
who was to give a paper on “The Operative Treatment 
of Squint by Tucking Method,” asked that this be post- 
poned to some future meeting. 


The meeting adjourned. 
R. T. LAVAKE, M.D., Secretary. 





(Continued from page 182) 


45 years of age. In May, 1928, she had a breast 
amputation for cancer. In November, 1928, she 
was in an auto accident. After getting out of 
the wreck, she was able to walk down the road 
about two blocks, but has never been able to 
walk since. The right leg has shortened about 
3 inches. Following the accident she has been 
confined to bed, lost weight, been unable to eat, 
has pain in her sacral region, in right hip and leg 
and in left iliac crest. She has a mass in the 
left epigastric region the size of an orange that 
is fairly firm and irregular in outline. I saw 
her first in April, 1930. At that time she was 
taking morphine gr. % every 3-4 hours, was very 
emaciated and anemic, was vomiting. I expected 
her to die within a few weeks. I did not see 
her again until July 18th. She has gained weight, 
is eating well, is taking morphine only twice a 
day, says she feels good except for considerable 
pain in her sacrum. She tells me that since 
April she has been taking 3 drams of whiskey 
three or four times a day and she attributes her 
improvement to that. The x-ray shows a frac- 
ture neck of the femur and carcinoma. Some 
one has told her that her trouble is tuberculosis 
of the bone and that the prognosis is not fatal 
and that she ought to recover. 

Answer.—The moth-eaten appearance is diagnostic 
of metastatic tumor from the breast. The change 
in the left hip suggests either an old fracture or 
more likely a purulent arthritis with destruction 
of the head of the bone and part of the acetabu- 
lum. There is nothing about the case which sug- 
gests tuberculosis. We have found that the treat- 
ment of metastatic tumor of the bone very often 
should be given in this order: Deep x-ray first, 
and if this does not succeed, follow with mor- 
phine. We have had some very startling results 
with prompt and temporary relief of pain by deep 
x-ray treatment. It might be possible, if the 
patient’s condition warrants it, to try the effect 
of this treatment if she still complains of pain. 
Morphine should be the treatment of last, not 
first resort. 


Meeting of December 4, 1930 


The regular monthly scientific meeting of the Minne- 
apolis Surgical Society was held in the lounge of the 
Hennepin County Medical Society in the Medical Arts 
Building on Thursday evening, December 4, 1930, at 
8 o'clock. 

The meeting was called to order by the vice president, 
Dr. Theodore Sweetser, in the absence of the president. 
There were twenty-eight members and three visitors 
present. 

Minutes of the November meeting were omitted on 
account of the length of the program of the evening. 

The scientific program was at once taken up and 
consisted of the following: 

Dr. Verne S. Cazot reported two cases as follows: 

1. A Case of Splenomegaly with Anemia Compli- 
cated by Pregnancy. The patient was a young woman 
twenty-nine years old whose history prior to her twen- 
ty-third year was essentially normal. She was married 
at twenty-three years of age. The same year she sub- 
mitted to an appendectomy. At twenty-four years she 
had a severe facial erysipelas which left her without ap- 
parent sequelz. 

During her first pregnancy, in her twenty-fifth year, 
she became very weak and pale. At this time she was 
suffering with a right-sided pyelitis, and because of this 
and her poor general condition she was sent to the 
hospital in her sixth month of gestation. Her pyelitis 
cleared up promptly. Early in her hospital stay she 
was found to have an enlarged spleen and liver, to- 
gether with a marked anemia. She remained in the 
hospital because of her marked weakness and gastro- 
intestinal upsets until her seventh month of gestation, 
when she developed a pneumonia during which she be- 
came jaundiced, causing a termination of her preg- 
nancy at seven and one-half months. 

Her hospital stay totaled twenty-six weeks. The 
jaundice persisted for two months, at which time she 
was discharged from the hospital at her insistence. 
She was told that despite the disappearance of her 
jaundice she was still anemic and that there had been 
little, if any, change in her splenic and hepatic enlarge- 
ments. 

Her condition for the next year and a half was one 
of improvement. There was no recurrence of her 
jaundice and she was told that her anemia was im- 
proving, though she still had a large spleen with a 
palpable liver. At this time she became pregnant, with 
a recurrence of her previous symptoms, terminating 
in an inevitable abortion at three months. There was 
no jaundice during this second pregnancy. Her con- 
valescence was very slow, several months elapsing be- 
fore she was up and about. 

This young woman came under our observation at 
this time (1928). She was then in her twenty-seventh 
year. She was apparently suffering a recurrence of 
her previous symptoms, namely, prostrating weakness, 
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gastro-intestinal upsets associated with loss of color. 
She told us that her present exacerbation of symptoms 
appeared three months previous, and that she attributed 
this recurrence to a third pregnancy likewise of three 
months’ duration. 

Examination revealed the patient to be a pale, list- 
less individual, slightly jaundiced, and with evidence 
of recent weight loss. She stated that she had lost 
23 pounds in the last three months. Physical examina- 
tion revealed an upper-left-quadrant abdominal mass, 
probably spleen, extending downward to the level of 
the umbilicus and medially to the midline. The splenic 
notch was palpable. The liver margin was a finger’s 
breadth below the right costal margin. There was no 
demonstrable ascites. There was a uterine enlargement 
suggestive of a three months’ gestation. 

Roentgen studies revealed no abnormality of the 
chest. X-ray studies of the abdominal viscera visual- 
ized a large mass in the upper left quadrant. No biliary 
calculi were seen. Her barium motor meals were es- 
sentially normal except for displacement of viscera by 
the splenic mass. 

Her temperature readings were practically normal at 
all times. Laboratory findings, in brief, were: urine 
normal, contains no bile; Hb. 55 per cent, r.b.c. 4,430,- 
000, w.b.c. 4,800. Differential cell counts were essential- 
ly normal. Blood smears were apparently normal be- 
yond a slight tendency toward vacuolization. The clot- 
ting time was 4.25 minutes. Fragility tests showed 
initial hemolysis at .44 and complete at .33. The blood 
Wassermann was negative. 

In view of the findings a diagnosis of splenomegaly 
with anemia complicated by pregnancy was rendered, 
and, in consideration of her previous experiences, re- 
moval of her spleen was recommended. 

Laparotomy was done in June, 1928. A large spleen 
was found filling the left diaphragmatic dome and ex- 
tending downward to the umbilical level and medially 
to near the midline. The liver was only slightly en- 
larged, with very little evidence macroscopically of gross 
changes. The gallbladder was large, grayish in color 
and thick-walled, with no palpable calculi in the biliary 
tract. A splenectomy and cholecystectomy were done. 

Her postoperative convalescence was uneventful. She 
was discharged from the hospital on her fourteenth 
postoperative day. The pathologist reported a large 
spleen retaining its original shape, sections of which 
showed a diffuse hyperplasia with fibrosis of both pulp 
and corpuscles. Histologically it was a splenomegaly 
of the Banti type. The gallbladder showed a much 
thickened wall. Diagnosis: chronic cholecystitis. 

As to her subsequent history, her pregnancy was un- 
interrupted, going to full term, and she was delivered 
of a viable child which, to date, is apparently normal. 
We have watched her progress relatively close. She is 
without complaint, her weight is back to normal and 
she is able to do her housework. Recent laboratory 
studies show a normal urine, the hemoglobin averages 
75 per cent, cellular counts are within normal ranges, 
as is the fragility test. 

There is no history obtainable of similar afflictions in 
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her family tree. 
Society.) 

2. A Case of Hemolytic Icterus Complicated by 
Extensive Healed X-ray Burns Over the Splenic Area. 

This patient was first seen by Dr. Cabot in 1926, at 
which time she was twenty-four years of age and un- 
married. Her history revealed that she had been jaun- 
diced from birth; the jaundice varied as to degree of 
intensity, but at no time was she entirely free. Asso- 
ciated with her jaundice was extreme lassitude, at times 
so severe as to completely invalid her. She had been 
under medical supervision since birth, being treated 
principally for her anemia, the medication including 
extensive and repeated hospitalization periods, at which 
times she received numerous blood transfusions. There 
was no history in her family tree of others similarly 
afflicted. 

Early in her childhood a mass was palpable in the 
upper left abdominal quadrant. This mass had gradual- 
ly grown in size to date. The predominant symptoms 
throughout had been weakness, pallor, and a persistent 
jaundice. At the age of eighteen she first noticed a 
chain of gastrointestinal symptoms consisting of ab- 
dominal bloating, aversion to fat, increased constipa- 
tion, and symptoms suggestive of gallstone colic asso- 
ciated with dark urine and clay colored stools. 

At the age of twenty-two she suffered a third degree 
x-ray burn over the region of the spleen and the lower 
portion of the left breast. This was the result of im- 
proper roentgen therapy for her apparent splenomegaly. 
She stated that she had received but one massive treat- 
ment, the burn showing up on the sixth day following. 
It was at this time that she came under Dr. Cabot’s 
observation seeking relief primarily from this extensive 
x-ray burn. She was immediately hospitalized, receiv- 
ing repeated blood transfusions in addition to local 
treatment for the burn. Fourteen months elapsed be- 
fore the burned area was completely healed. Following 
this the patient presented herself for relief from her 
abdominal discomfort and persistent jaundice. The 
icterus was severe enough to cause intense itching. 


(The patient was presented before the 


The physical examination was essentially normal be- 
yond the abdominal findings, consisting of a massive 
healed scarred area over the upper left abdominal 
quadrant and a smaller area involving the lowest 


pendulous portion of the left breast. There was a large 
intra-abdominal mass in the upper left abdominal quad- 
rant, the upper portion of which could not be made out. 
At various examinations the lower pole extended to the 
upper border of the left iliac crest and medially to the 
midline. The splenic notch could not be demonstrated. 
The mass was apparently fixed. 


Roentgen studies of her chest revealed no abnormali- 
ties. Gastro-intestinal studies revealed a _ lamellar 
calculus in the gallbladder and the presence of a large 
mass in the splenic area. The findings from the nu- 
merous motor meals were normal beyond a displace- 
ment due to the large splenic tumor. Her hemoglobin 
averaged 50 per cent, ranging from 15 to 55 per cent; 
r.b.c. 4,000,000, w.b.c. 6,000.. Differential count was 
normal. Blood smears showed many microcytes and 
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some pessary forms. The clotting time was 3.5 minutes. 
The blood Wassermann was negative. The fragility 
test showed hemolysis starting at 49 and complete at 
Al. Urinalyses were normal except for the presence of 
bile, which was found at repeated examinations. 
Gastric analyses showed free acid within normal 
ranges. 

The problem of surgical relief in this patient was 
complicated by the presence of this extensive scarring 
from the x-ray burn, with unknown involvement of the 
underlying tissues. The question arose as to the de- 
gree of fixation resultant from the overly-intensive 
roentgen therapy. In addition, the presence of biliary 
calculi, which were causing severe gastro-intestinal up- 
sets, further complicated the picture. It was the pre- 
operative opinion of both Drs. Bell and O’Brien that 
the splenic condition was of greater importance and 
should be dealt with first; also, that the apparent fixa- 
tion of the mass was probably little influenced by the 
severe radiation. This was borne out at the operating 
table. 

The patient submitted to operation in November, 
1927, at which time an enormous spleen was found 
filling the upper left abdominal quadrant and extending 
downward to the upper border of the left iliac crest 
and medially to the midline. There were numerous 
relatively fine adhesions between the spleen and the left 
diaphragm. Whether or not these were the result of 
the intensive radiation is conjectural. The liver was 
slightly enlarged with rounded edges. The gallbladder 
was thick-walled, containing one large calculus which 
had been visualized preoperatively, and numerous 
smaller calculi. A splenectomy and cholecystectomy 
were done, at the termination of which a direct blood 
transfusion was given. 

The postoperative convalescence was uneventful. By 
the fifth day the jaundice had disappeared for the first 
time in her life. The wound healing was apparently 
normal. She was discharged from the hospital on the 
nineteenth postoperative day. 

The Department of Pathology at the University re- 
ported a spleen of approximately 2,800 grams, showing 
very marked pulp congestion with extremely small and 
relatively infrequent sinuses. This is probably the most 
typical histologic picture in congenital hemolytic jaun- 
dice. Sections of this spleen were shown by Dr. Cecil J. 
Watson at a subsequent meeting of the Pathological 
Society at which the histologic changes in this disease 
were discussed. 

Three years have now elapsed since the operative 
procedures above described. The young lady has en- 
joyed apparently normal health to date. Recent labora- 
tory studies show a bile-free urine, hemoglobin of 
80 to 85 per cent, and cellular studies of the blood are 
apparently normal. Her fragility tests are still slightly 
increased, hemolysis starting at .44 and being completed 
at .42. 

(The patient was presented before the Society.) 


DISCUSSION 


Dr. E. A. REGNIER asked as to the condition of the 
liver in the first case. 
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Dr. Casor said there were not many changes and 
microscopically there was very little change. The liver 


was palpable. Neither of these patients had ascitic 
fluid. 


Dr. Ivar SIVERTSEN said he wished to compliment Dr. 
Cabot on these cases and reporting them to the Society. 
The question of the spleen has always been of interest, 
having been recognized by the ancients, even as far 
back as Aristotle, who had noticed that the spleen 
might be congenitally absent; and a sect of surgeons 
in 1700 made quite a reputation for themselves by re- 
moving the spleen. It was in 1885 that Drs. Simon 
and Haeckle of Darmstadt, Germany, were especially 
interested in the question of the spleen and splenectomy 
and at that time it was argued that there was no reason 
for the removal of the spleen, and the Surgical Society 
of Hesse decided it should be done only for injury. 
Collier, in 1882, compiled studies of the spleen and 
concluded that the operation of splenectomy could be 
justified in cases of splenoptosis, cysts and idiopathic 
enlargements of the spleen. Mayo and others have 
worked on the spleen and have found that it could be 
removed for splenic anemia, hemolytic jaundice, 
Gaucher’s disease, and selected types of early pernicious 
anemia. 


Dr. Sivertsen thought this case of Dr. Cabot’s was 
probably one of splenic anemia so that it came within 
the range of removal. He said the question of opera- 
tive procedure had always interested him and he noted 
that Dr. Cabot had used the median incision. Dr. 
Sivertsen believed that making a transverse incision, 
cutting across the left rectus muscle and going over 
to the right rectus muscle, greatly facilitated the re- 
moval of the spleen. He said it was very important 
that adhesions be clamped and tied before liberation 
of the spleen was attempted, after having first ligated 
the splenophrenic ligament. Then the question of deal- 
ing with the pedicle of the spleen was also of interest to 
Dr. Sivertsen. It is very friable and must not be 
handled roughly for it has happened that the spleen has 
been torn away in this way. Dr. Sivertsen said there 
was one thing Dr. Cabot had not brought out and 
which he felt was worth while, and that was hemor- 
rhage following splenectomy; and that one might still 
have a very severe hemorrhage from some of the 
mucous membranes of the body after such an opera- 
tion, even after a few hours or as long as seven years 
after. 


Dr. Sivertsen wished to thank Dr. Cabot again for 
bringing these cases before the Society. 


Dr. RISHMILLER asked as to where these hemorrhages 
might occur. 


Dr. SIVERTSEN said they might come from the mouth, 
uterus, or any of the mucous membranes. 

Dr. THEODORE SWEETSER remarked that it might be 
encouraging to recall the case of severe third degree 
Banti’s disease with ascites reported by Dr. H. B. 
Sweetser, Sr., in 1920. Clinically the patient has re- 
mained well, according to their latest word, even quite 
recently, though the blood picture has never become 
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entirely normal. A splenectomy, even when done late, 
may effect a clinical cure. 

Dr. THomas J. KINnsELLA reported a case of Retro- 
grade Intussusception of the Jejunum through a Gas- 
troenterostomy Stoma observed on the Surgical Service 
at Glen Lake Sanatorium in September, 1930. 

The patient, a woman forty years of age, suffering 
from an advanced pulmonary tuberculosis, had ap- 
parently carried the condition and been totally ob- 
structed for three days before the surgical consultation. 
The posterior gastrojejunostomy through which the 
intussusception occurred had been done some five years 
previously for a duodenal ulcer and apparently had 
functioned perfectly until this complication arose. At 
operation the stomach was found filled with the 
intussuscepted jejunum, which was gangrenous and 
irreducible. Resection was not attempted because of 
the patient’s critical condition. Death occurred twenty- 
four hours later. 

The complete specimen obtained at postmortem was 
presented. 

The case report, which included a review of the 
twenty-seven somewhat similar cases collected from 
the literature, was illustrated by a series of lantern 
slides showing the various types of conditions en- 
countered. 


DISCUSSION 


Dr. Verne S. Cazor said he wished to compliment 
Dr. Kinsella upon this detailed report of so interesting 
a case. The essayist had called attention to the diffi- 
culties of accurate preoperative diagnosis, as these pa- 
tients are usually seen late in their acute phase of the 
obstruction. 

Dr. Cabot said he wished to report a similar case 
that had come under their care in 1926. The patient, a 
young man of twenty-six years of age with a history 
of duodenal ulcer, had submitted to a transmesocolic 
gastrojejunostomy in 1922 at an Army Hospital. He 
was much improved for several years following the 
operation, when he began again to have indigestion 
with upper abdominal discomfort, terminating in ob- 
struction similar to the case just described by Dr. 
Kinsella. 

They first saw this patient seventy-two hours after 
the onset of symptoms, at which time he was lying in 
the hospital in a semi-comatose condition with a mark- 
edly distended abdomen. From relatives they had 
learned the above history. He was markedly dehy- 
drated and was vomiting periodically, the emesis ap- 
pearing fecal in character. He was given forced fluids 
by all avenues, as well as repeated gastric lavage, and 
a few hours later a laparotomy was done at which a 
complete obstruction of the gastrojejunal stoma was 
found due to the angulation and intussusception of the 
distal arm of the transmesocolic gastrojejunostomy 
anastomosis into the stoma. The reverse peristalsis in 
the distal arm emptied contents into the stomach, but 
none could pass outward due to the trap effect of the 
intussusception of the jejunum through the stoma. The 
proximal arm of anastomosis was 5 inches in diameter 
and markedly indurated due to continued pressure and 
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irritation. Fortunately the intussusception was re- 
ducible. An entero-anastomosis of the afferent and 
efferent loops was done. In addition, the efferent loop 
immediately adjacent to the stoma was lightly stitched 
to the gastric wall to further prevent a recurrence of 
the intussusception. 

The patient’s postoperative period was very stormy 
for the first few days, during which he suffered a 
double parotitis. He was discharged from the hospital 


on his twenty-first postoperative day. They had watched 
this young man to date and at intervals had subjected 
him to gastro-intestinal examinations which show nor- 
mal functioning of short-circuiting mechanism. He has 
remained symptom-free. 


In the absence of Dr. A. L. Herman, who was to 
have read his thesis at this meeting, an informal dis- 
cussion was held on gunshot wounds of the abdomen 
and the following cases were reported: 

1. Dr. R. R. CRANMER reported the case of the bandit 
recently shot in a restaurant holdup, who received 
five bullet wounds. One penetrated the scalp without 
entering the skull, and two passed through the left 
arm. There was another gunshot wound in the lower 
left quadrant which penetrated the small bowel three 
times. The bullet penetrated the mesentery of the 
sigmoid and lodged in the left iliac fossa. It must 
have penetrated the bowel on both sides at one point 
and then just grazed the wall at another point, as there 
were only three holes. These three holes were all 
within a distance of two inches of each other. Then 
he had another one which entered just below the spleen 
on the left side and took an upward course into the 
left chest, evidently not hitting any blood vessels. He 
has not vomited blood and there has been no blood in 
the urine, but at operation he had quite a lot of blood 
in the peritoneal cavity. At operation three cigarette 
drains were inserted through the incision, also another 
drain through the opening where the second bullet en- 
tered the abdomen. 

Dr. Cranmer stated that so far the patient had been 
getting along all right; in fact, better than it was first 
thought he would. 

2. Dr. THEODORE SWEETSER remembered two peculiar 
bullet wounds. The first was in a negro who was ad- 
mitted to the Minneapolis General Hospital after hav- 
ing been shot in the left hip. Roentgenogram showed 
the bullet in the pelvis to the right of the midline, but 
before it could be further localized he voided a large 
quantity of bloody urine, and with it the bullet. Opera- 
tion showed that the bullet, without entering the peri- 
toneal cavity, had torn off the lower end of the left 
ureter, entered the bladder just medial to the left 
ureteral orifice, penetrated the right wall of the bladder 
farther forward, and finally had fallen back into the 
bladder and been voided with the urine. 

The second case was seen at autopsy at a base hospi- 
tal in France during the war. The man had been shot 
in the right flank. During operation for extraction of 
the bullet, the bullet had disappeared. From the noises 
heard over the precordium, it was evident that the 
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bullet had been dislodged into the hepatic vein and had 
found its way to the heart. After apparently doing 
well for a week or ten days, the man suffered an evi- 
dent pulmonary embolism and the noises over the 
precordium ceased. When he was apparently recover- 
ing from his injuries, he acquired diphtheria from an- 
other patient and died from the diphtheria. At autopsy 
a.recent pulmonary infarct was found, with the bullet 
plugging the corresponding fairly large branch of the 
pulmonary artery. 

3. Dr. R. F. McGanpy reported the case of a girl 
who had shot herself on account of a love affair. The 
bullet, 32 caliber, entered her abdomen in the midline 
just below the xiphoid process and in its course through 
the abdomen penetrated the left lobe of the liver, the 
stomach and the left kidney. The patient was trans- 
fused immediately upon her arrival at the hospital. She 
was given a general anesthetic, after which clear blood 
was removed from the bladder by means of a catheter. 
An upper left rectus incision was made. The outer 
third of the left lobe of the liver was practically 
amputated by the injury. The liver defect was re- 
paired. The stomach, both front and back, was closed 
in the usual manner. A large amount of free blood 
was found, not only in the abdominal cavity but also 
in the lesser peritoneal cavity. Because of the pa- 
tient’s condition nothing was done to the kidney at this 
time. 


The significant thing in this case was the large num- 
ber of complications following this gunshot wound. 
The patient first developed a pneumonia, which resolved 
in due time, leaving a pleurisy with a small amount of 
fluid in the left chest. On the tenth day she developed a 
marked adenitis on the left side of her neck which sub- 
sided upon the application of cold packs. Shortly fol- 
lowing this she had a severe diarrhea, having ten to 
twelve stools for two days. This was closely followed 
by a pyelitis. She was discharged from the hospital 
seven weeks following the operation. 

The meeting adjourned. 


H. O. McPueeters, M.D., Secretary. 





THE FRANK W. FRIEND FRAUD 


Under the trade name “Frank W. Friend,” Mrs. N. 
F. Lockwood of Littleton, Colorado, has been selling 
through the mails a so-called Wonder Remedy for 
Men. The alleged wonder was composed largely of 
extract of saw palmetto berries and, according to the 
postal official’s report, was obtained from Parke, Davis 
and Co. Mrs. Lockwood started the business about 
November, 1928. She claims to have had the assist- 
ance of her brother, Frank L. Palmer, who has been 
associated with similar ventures, in preparing the ad- 
vertising matter. According to the postoffice authori- 
ties Mrs. Lockwood got two dollars a box for one 
hundred pills which cost her seven and a half cents 
from Parke, Davis and Co. On June 30 the Post- 
master General debarred the Frank W. Friend fraud 
from the mails. (Jour. A. M. A., July 26, 1930, p. 285.) 
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Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 
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EYE, EAR, NOSE AND THROAT 


MANAGEMENT OF OTITIS MEDIA IN CHIL- 


DREN: Dr. Edmund Prince Fowler (The Laryngo- 
scope, Vol. XL, October, 1930). This article is cer- 
tainly a very sound and comprehensive view of the 
subject title. The author first states that, after all, the 
removal of the cause is the best treatment of disease 
(an old and time-worn axiom, but nevertheless one fre- 
quently temporarily forgotten). He divides his ap- 
proach to the problem into four subdivisions: 1. Ele- 
vation and cure of the infection. 2. Prevention of 
complications. 3. Restoration and preservation of the 
hearing. 4. Prophylaxis for the opposite ear and for 
recurrence of the inflammation. 

These objectives are all obtained by adequate drain- 
age through the eustachian tube, and spontaneous rup- 
ture of the drum or its incision. Simple mastoidectomy 
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is the conservative procedure when the child still shows 
or begins to show increasing signs of sepsis or compli- 
cations. Non-suppurative and suppurative otitis media 
often occur in children without pain or manifest dis- 
tress or discharge. The most perfectly treated ear in- 
fections may go on to mastoiditis, sinus thrombosis, 
and meningitis, and the most negligent speedily recover 
with perfect hearing. The author severely condemns 
too much operating by otolaryngologists in the early 
stages with subsequent reactions. The tendency of the 
otolaryngologists is to exaggerate the danger of mid- 
dle ear disease and mastoiditis and to rush patients into 
operations. Excluding trauma, abscess in the ear has 
its etiology in the naso-pharyngeal spaces. The ear is 
but one of the nasal sinuses and should be so treated. 
Failure to conquer the disease in the naso-pharyngeal 
spaces is the outstanding crime in otological practice 
today. 

Treatment of the nose and its sinuses is of prime im- 
portance in the obtaining of the four main objectives 
outlined. The author demonstrates by roentgenogram 
that 86 per cent of his cases of transitory, chronic, or 
progressive deafness are intimately associated with dis- 
ease of the sinuses. 


Experimental work has given considerable evidence 
that deficiency in Vitamins A and D and calcium 
phosphorus imbalance are associated with middle ear 
and sinus infections. These factors were given careful 
study in all of the author’s cases. Each patient re- 
ceived in addition to a careful otologic examination, 
audiometer tests, stereoscopic roentgenograms, blood 
chemistry, Wassermann, and intercutaneous T. B. tests; 
also careful inquiry into nutritional disorders and the 
diseases of childhood. 


Sn: Se Ee 





IMPORTANT POINTS IN TONSILLECTOMY: 


A. M. Painter, Kansas City, Mo. (Annals of Otol., 
Rhinol. and Laryngol., Vol. XXXIX, Sept. 3, 1930). 
This worthwhile article is mainly a strong plea for 
complete removal of tonsil and capsule; together with, 
a description of technic which would seem to be “fool- 
proof.” 


Attention is called to the high percentage of tonsillar 
remnants remaining after tonsillectomy. Invariably, 
these are infected and sealed in. The patient is there- 
fore in a more dangerous condition from the angle of 
“focal infection” than before operation. These results 
(73 per cent) are usually due to unremoved bits of 
tonsil (and, or) capsule, which have the power of re- 
production to an amazing degree. 

A clear description of the tonsillar capsule and 
pharyngeal aponeurosis is then given, with especial ref- 
erence to the plica triangularis. This latter should be 
considered as a part of the capsule (not of the anterior 
pillar), and its complete removal is imperative to insure 
a throat free from infected tissue, and a decent cos- 
metic result. 


An unobstructed view must be had throughout the 
operation; the sense of touch cannot be depended upon. 
Anesthesia is important, and a clear description of 
the author’s given. Particular attention is given to 
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dissection along the post-pillar (a step usually omitted 
by many surgeons). Incisions are made through the 
mucosa with a very sharp knife to avoid tearing the 
membrane. The incision along the anterior border of 
the anterior pillar is very important, as it should en- 
tirely free the plica triangularis from the anterior pil- 
lar, leaving it attached to the tonsil. The anterior and 
posterior incisions are joined above the tonsil by sev- 
ering the mucous membrane between their upper ex- 
tremeties. Dissection is started from below upward, 
where tongue and anterior pillar join, line of cleavage 
located, and dissection continued backward and up- 
ward. Vessels are clamped before being cut. The up- 
per pole is freed and dissection carried down the pos- 
terior pillar to the base. Usually the gland is com- 
pletely freed by dissection, but often a snare is used 
at the base or “root” of the tonsil. 


M. W. WHee ter, M.D. 





BRAIN ABSCESS AND METHODS OF DRAIN- 


AGE: Henry P. Cahill (Trans. Amer. Acad. of Oph. 
and Oto., 1929, Page 96). In abscess of the temporo- 
sphenoidal lobe the approach must be made either by 
a bone flap, a temporo-parietal decompression, a sub- 
temporal decompression or through the mastoid teg- 
men. The bone flap approach gives a large field and 
theoretically has the advantage, but practically in the 
hands of the otologist this is not so. The subtemporal 
decompression is valuable in moribund cases with a 
sclerotic mastoid. 

The approach through the mastoid has given a high- 
er average of recoveries than any other method. Here 
the granulations on the dura or the exposed dura are a 
guide to the meningeal or intra-cerebral abscess in over 
fifty per cent of cases. Here the abscess is frequently 
near the cortex and at times opens to it by a fistulous 
tract. The cortical cells do not belong to any impor- 
tant cerebral center in this area. The ideal treatment 
would be to remove the abscess, in toto, but there are 
several insurmountable obstacles in the way of its suc- 
cess. In frontal and temporo-sphenoidal abscess, espe- 
cially if it is on the right side, the King technic must 
be given ample consideration. 

The other methods vary from complete evacuation 
and inspection of the lining capsule with the encepha- 
loscope, to simple repeated punctures. The removal of 
a cone of cerebral tissue reaching to the capsular wall 
has proved very satisfactory, using the large drainage 
tube. The drain when in proper position should not 
be disturbed for from four to six weeks; after this 
time the stay sutures may be removed and the brain al- 
lowed gradually to expel the drain. Lipiodol injection 
is indicated in all drainage cases with persistent puru- 
lent discharge, headaches or any questionable symp- 
toms, since the tube may be outside the capsular wall. 
The para-mastoid route, through Trautman’s triangle, 
with at times obliteration of the lateral sinus, is the 
way of choice in cerebellar abscesses in which the 
symptoms or signs of labyrinthine involvement pre- 
ceded those of cerebellar infection. If the abscess is 
secondary to sinus involvement, drainage through the 
inner sinus wall is preferred. 

L. G. Franacan, M.D. 
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THE HYDROGEN-ION CONCENTRATION OF 
THE BLOOD IN ECLAMPSIA: H. J. Stander, M.D., 
and N. J. Eastman, M.D., Baltimore, Md. (Amer. Jour. 
Obst. and Gynec., Vol. XX, No. 6). A report of the find- 
ings in a study of eight additional cases of eclampsia 
further strengthened their belief that eclampsia at the 
time of convulsions is associated with a true acidosis, 
due to an uncompensated alkali deficit, as is demon- 
strated by a definite increase in the hydrogen-ion con- 
centration. Also, they believe that the acidosis prob- 
ably should not be regarded as a causal factor, but 
rather as the result of the eclamptic convulsion, and by 
itself is sometimes severe enough to cause death. 

The increase in the hydrogen-ion concentration of 
the blood immediately following an eclamptic convul- 
sion often reaches the level of a true acidosis, and the 
eclamptic patient usually overcomes this by lowering 
the carbonic acid through deep breathing, resulting in 
transitory periods of acidosis following convulsions. 
If, however, the patient is unable to overcome the aci- 
dosis, death may ensue unless proper anti-acidosis treat- 
ment be given. They recommend following the CO, 
combining power of the blood as an index of the acid- 
base equilibrium. 


Russet, J. Moe, M.D. 





AN ANALYSIS OF FIFTY CASES OF TOX- 
EMIA OF PREGNANCY: P. D’Acierno, M.D. 
(Amer, Jour. Obst. & Gynec., Vol. XX, No. 6). An 


analysis of fifty cases of toxemia of pregnancy follow- 
ing Stander’s classification with the number of cases 
in each group: 


Number of cases 

I Eclampsia 
II Pre-eclampsia 
III Low Reserve Kidney 8 
IV Chronic Nephritis Complicating Pregnancy 
V Hyperemesis Gravidarum 5 

There were no cases of acute yellow atrophy or im- 
petigo herpetiformis. 

In the eclamptic group 62 per cent were primipare 
as against 38 per cent multipare. The higher percentage 
of primiparity in eclampsia is, in his opinion, due to 
the fact that in the first pregnancy the different body- 
systems fail to adequately adapt themselves to the de- 
mands of the fetal parasite, and respond with an exag- 
gerated abnormal reaction, which resolves itself into 
the eclamptic attack; in multipare there appears to be 
in action a better mechanism of adaptation between the 
mother and fetus, as though a sort of relative immu- 
nity had been acquired in a previous pregnancy. Acute 
infectious disease was common in the first four groups 
and may be considered as an important factor in the 
production of renal and hepatic impairment. 

The “low reserve kidney” (Stander) is one which, 
handicapped by some cause, either congenital or ac- 
quired, is unable to function at full capacity under the 
stress and strain of pregnancy. 

The carbon dioxide combining power was found to be 
definitely decreased in eclampsia, pre-eclampsia and 
chronic nephritis. He believes this finding to be a good 
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index of prognosis. The blood sugar values were in- 
creased in all groups except hyperemesis gravidarum. 
Increased blood pressure was found in all groups ex- 
cept hyperemesis, where instead there was hypotension. 
Maternal mortality was 8 per cent; the fetal mortal- 
ity 25.5 per cent, or, deducting stillbirths, the corrected 
fetal mortality was 21.5 per cent. 
RussELt J. Moe, M.D. 


CONCERNING SPASMODIC CONDITIONS OF 
THE UTERUS AND TREATMENT: P. Burger 
(Gynecologie et Obstetrique, Tome XXII, No. 1). The 
author considers a rather vaguely defined condition 
which is characterized by short ineffectual uterine con- 
tractions which become extremely painful and cause 
long delay during the second stage of labor. These 
vary greatly both in frequency and intensity and con- 
tribute nothing to the progress of labor, but are most 
exhausting to the patient. Walthard gives four types: 
clonic contractions, tetany of the uterus, stricture of 
the uterus with spasm of the internal os, and trismus 
or spasm of the external os. The author recognizes 
three types of uterine contraction: (1) normal, (2) 
hypotonic or weak contractions, and (3) exaggerated 
hypertonic contractions with insufficient relaxation in- 
tervening. Clinical differentiation is difficult. 

The cause is usually associated with relative obstruc- 
tion or interference, resulting in hyper-excitability of 
the sympathetic nervous system, similar to that seen in 
spasmodic constipation or certain forms of ileus. The 
obstruction may be due to fetal or pelvic dystocia, and 
to conditions of the uterus itself. He considers only 
the latter factor. Slow effacement of the cervix with 
painful spasm may be due to constitutional factors, 
sometimes familial, which is relatively rare, scar tissue 
in the cervix resulting from lacerations or infection 
from gonorrhoea or previous instrumentation. 

Interference with normal uterine function by pres- 
ence of large amount of amniotic fluid.- Recognition 
of the condition of hypertonus is most important as it 
must be overcome before labor can progress. 

Concerning treatment, the author suggests: The use 
of hypnotics or narcotics hypodermically or by rectum; 
early rupture of membranes, incisions of the cervix, 
or, in case of dense scar and spasm, vaginal or ab- 
dominal ‘hysterotomy. 

A. L. McDonatp, M.D., F.A.C.S. 








THE INCIDENCE OF PUERPERAL INFEC- 
TION DUE TO ANAEROBIC STREPTOCOCCI. 
T. K. Brown (Amer. Jour. Obstet. and Gynec., Vol. 
XX, No. 3). The author brings out the importance of 
anaérobic organisms, especially streptococci, as a cause 
of puerperal infection. He reviews the studies of 
Schottmuller, Harris, Brown and others. This is a 
continuation of studies made in conjunction with 
Schwarz and Dieckman in St. Louis. A large percent- 
age of their cases of infection were due to anaérobic 
non-hemolytic streptococci not shown in ordinary blood 
cultures. They believe that these organisms enter the 
body from the vagina. As a prophylactic measure they 
have been using a vaginal instillation as suggested by 
Bessesen, during labor: 








Mercurochrome crystals, 15. 

Tctr. iodin one-half strength, 5 c.c. 

Glycerine, 500 c.c. 

This is used to destroy the anaérobes present in the 
vagina and is repeated every twelve hours during labor 
or following premature rupture of the membranes. 
Since this routine was established three years ago the 
morbidity and mortality from puerperal sepsis has been 
reduced more than one-half. 


A. L. McDonatp, M.D., F.A.C.S. 





FIBROMYOMATA UTERI, TREATMENT AND 
END-RESULTS: Keene and Kimborough (Amer. 
Jour. Obstet. and Gynec., Vol. XX, No. 2). Here is 
presented a valuable study concerning indications, 
methods, and results, based on many years experience 
and careful observation. The report includes 245 con- 
secutive cases which required treatment because of the 
following symptoms: menorrhagia, 62 per cent; 
metrorrhagia, 9 per cent; lumbo-sacral pain, 27 per cent; 
pressure symptoms, 29 per cent. 

Radium is chosen for women in the fifth decade with 
tumors smaller than three months pregnant uterus, 
where bleeding is the only symptom. They accept as 
contra-indications to radium: 

1. Tumors larger than a three months pregnancy be- 
cause of frequency of degeneration, and disease of the 
adnexa, also distortion of the uterine cavity which 
interferes with a satisfactory curettage. 

2. Recent rapid increase in size of the tumor. 

3. Presence of pressure symptoms. 

4. Tumors associated with pelvic pain because of 
frequency of tubal or ovarian lesions. 

5. Pedunculated tumors. 

6. Profound anemia out of proportion to loss of 
blood, as this may indicate degeneration of the tumor. 

7. Uncertain diagnosis, and never without diagnostic 
curettage. 

8. Stenosis of the cervical canal. 

9. Tumors in young women or those who are unduly 
nervous. 

The authors find that from year to year a larger 
per cent are selected for surgery, largely from more 
rigid adherence to contra-indications for radium. In 
this series 21.4 per cent were treated with radium. The 
dosage has been decreased to from 600 to 900 milligram 
hours, to be followed by x-ray if necessary. 

X-ray was selected in 4.7 per cent where the tumors 
were complicated by adnexal disease or who were poor 
operative risks because of profound anemia, or in the 
presence of large tumors in patients where surgery was 
contra-indicated. 

Surgical treatment was offered in 180 cases or 73 
per cent; vaginal myomectomy in 3.3 per cent; abdom- 
inal myomectomy in 6.4 per cent. 

Hysterectomy was usually selected, conserving at least 
one ovary in situ whenever possible. They prefer sub- 
total hysterectomy, believing that with proper treatment 
of the cervix the risk of subsequent cancer is much less 
than the added risk of total hysterectomy. 

A. L. McDonatp, M.D., F.A.C.S. 
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EPITUBERCULOSIS: B. Goldberg and B. M. 
Basal (Amer. Jour. Med. Sci., December, 1930, 
824-832). Massive areas of pulmonary infiltration in 
children having positive tuberculin reaction were for- 
merly considered of grave prognosis. 

Eliasberg and Neuland in 1920 found this conception 
erroneous, demonstrating cases with subacute onset and 
course, extensive physical signs, heavy, dense, well de- 
marcated x-ray findings, with gradual disappearance 
of both signs and shadows in a few weeks or months, 
with exception of enlarged hilus glands and the positive 
skin reaction. 

They differentiated the condition from caseous tuber- 
culous pneumonias, and from chronic non-tuberculous 
pneumonias, chiefly by the history of acute onset in each 
case, and the presence of lower lobe involvement. 

They note in epituberculosis the presence of non- 
specific involvement on specific tuberculous soil. 

The condition had been earlier described by Grancher, 
Bourdel, Hutinel, Sluka, Ranke, Tendeloo, Frankel, 
Ribadeau, Dumas, Gravinhoff, Engel, Epstein, Gohn, 
Langer and others, under the terms splenopneumonia, 
para- and perituberculosis and epituberculosis. Gold- 
berg and Gasul report ten cases with roentgenograph 
study, one of which indicated a re-infiltration of the 
entire right lung following a tuberculin test. They con- 
clude with a summary of these cases, showing that 
epituberculous infiltrate is intimately associated with the 
reactions of the tubercle bacillus or its toxins, and are 
uncertain whether the epituberculous area is a collateral 
inflammation, or an atelectasis due to blockage from 
hilum pressure, or a truly parenchymal involvement. 
The bibliography is complete. 

J. G. Lamont, M.D. 





SOME PROBLEMS IN THE DIAGNOSIS AND 
TREATMENT OF THYROTOXICOSIS: Fred E. 
Ball, Chicago, Ill. (Am. Jour. Med. Sc., Nov., 1930). 
Thyrotoxicosis presents many problems which at times 
cause great difficulty in diagnosis or treatment. The 
basal metabolism has always been considered of great 
value in the diagnosis of thyrotoxicosis, but the author 
wishes to call attention to a group with only slightly 
elevated rates. In contrast, several cases have been 
observed with typical symptoms of thyrotoxicosis but 
with a normal rate. However, this rate tends to be- 
come elevated later on without any particular change 
in the symptoms. 

Summarized, the author believes that the symptoms 
of thyrotoxicosis may be present preceding a rise in 
the basal metabolism. Too much attention should not 
be given to one normal reading when the clinical pic- 
ture suggests a thyrotoxicosis. 

Hypometabolism and myxedema are two different 
things and should not be confused. There is a group 
of cases which following thyroidectomy develop 
myxedema and which cannot be returned to normal 
by thyroid medication. 

A recurrent thyrotoxicosis may exist where no thy- 
roid tissue can be demonstrated. 
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The relationship of pregnancy and thyrotoxicosis is 
associated in a sufficient number of cases to bear care- 
ful study, and the connection between them, if any, is 
not at the present time clear. 

RicHArD Barpon, M.D. 





THE ADRENALIN TEST AND CHOLESTEROL 
DETERMINATION IN THE DIAGNOSIS OF 
BORDERLINE HYPERTHYROID: J. William 
Hinton (Amer. Jour. of the Med. Sci. Nov., 1930). 
The author has made use of the adrenalin test as advo- 
cated by Goetsch, and in addition a determination of 
the leukocyte and differential counts taken before the 
injection, and at 15, 45 and 90 minute intervals after 
the injection. This addition was recommended by 
Goetsch in 1929. 

In the positive cases of hyperthyroidism definite 
luekocytosis is produced after the injection. 

In addition, complete blood chemistry studies, with 
particular reference to the cholesterol findings, were 
also included. He felt that there might be a disturb- 
ance in the cholesterol metabolism. 

All in all, observations were made in twenty-six cases, 
and they came to the conclusion that as an aid in the 
diagnosis of borderline hyperthyroidism, the adrenalin 
test, with the leukocyte and differential counts added, 
has not been of any assistance in making the diagnosis. 

There were no typical findings as far as the cho- 
lesterol content of the blood was concerned. 

He came to the conclusion that the test seemed to be 
so delicate that any patient with a thyroid enlargement 


will give a positive reaction unless a definite hypo- 
thyroidism is present. 


RicHarp Barpon, M.D. 


SURGERY 


THE TREATMENT OF HARELIP AND OTHER 
FACIAL CLEFTS: Prof. Dr. Fritz F. Hartel, First 
Surgical University Clinic at Osaka, Japan (Der 
Chirurg, Vol. II, No. 23, December 1, 1930). The 
author reviews recent advances in the treatment of 
harelip, and adds thereto his technic of operation, lay- 
ing stress on the fundamental principles involved, the 
attention to which will bring about a good cosmetic 
and functional result. He reviews the more recent 
work of authors in the development of this operation, 
and mentions especially : 

Escher, who, in 1920, described the double row suture; 
Drachter described the simple angular refreshing of 
the vermilion borders; Ramstedt, in 1922, described the 
manual replacement of the premaxilla; H. Meyer, in 
1926, described the building up of the upper lip in three 
layers, and the reconstruction of the nasal floor; H. 
Ehrenfeld, in 1926, described the reconstruction in con- 
tinuity of the lip musculature with a three-row suture; 
A. Hagendorn, in 1923, described the plastic of the 
nares; V. P. Blair, in 1928, described his method of 
mensuration, and careful correction of nasal deformity, 
and of the curve of the lips; F. Hartel, in 1929, de- 
scribed reconstruction of the ideal center of the lip, 
muscle, suture, and mensuration. 
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These references give, as the author’s background, the 
more recent developments in this work, as they appear 
in the German literature. In carrying out his present 
technic, Hartel lays down the following fundamental 
facts: 

1. All tissues are present; the cleft denotes no divi- 
sion, but a separation of continuity; the parts have 
spread away from each other, the muscles retracted, 
the skin piled up, and has rolled in. It is as if an 
earthquake had thrown apart the building stones of the 
upper lip; if we can set each stone again in its proper 
place, the structure will be complete, and the natural 
architecture will remain. 

2. The most important component of a building is 
not the facade, but the supporting structures; if these 
are missing or do not function properly, then one can- 
not cover these defects with superficial structures only, 
and expect good cosmetic or functional results; the 
supporting structure, in this instance, is the muscula- 
ture. Thus, the fundamental object to be obtained is 
the reconstruction of the concentric muscular ring of 
the mouth and nose. 

3. By the deft exposure and suture of the pliable 
muscle layer, it is surprising how easily one can get 
a good skin and vermilion border suture. All tension 
is gone, making it unnecessary to use complicated 
sutures, and naturally one attains a nicer cosmetic re- 
sult. One cannot retain the proper relations unless 
one uses a compass and millimeter rule, and one does 
not tie sutures until all measurements coincide. 

The author then describes in detail the carrying out 
of these principles as they are practiced, and have 
proven quite successful in his hands. 

The author also applies these principles to the repair 
of defects in the oral cleft, due to disease or injury. 

While nothing distinctly new is offered to the man 
conversant with the development of harelip surgery, 
yet to him, especially, the reading of this article com- 
pletely, will well repay the effort. 

A. E. Soumer, M.D. 





THE SURGERY OF DIABETES AS IT CON- 
CERNS GANGRENE OF THE LOWER EXTREMI- 
TIES AND CARBUNCLES: Urban Maes, M.D., 
(Surg., Gynec. & Obstet., Nov., 1930, p. 700). In- 
sulin has reduced operative mortality from 50 per cent 
to a range between 2 to 10 per cent. The number of 
diabetics is steadily increasing. Diabetics are suscep- 
tible to two particular surgical diseases: gangrene, 
chiefly of the lower extremities; and infection, chiefly 
in the form of carbuncles of the neck. Infection re- 
duces the efficacy of insulin from 50 to 75 per cent. 

In operating upon diabetics an extremely close co- 
operation between surgeon and internist is important, 
both before and after the operation. Diet and insulin 
therapy must be controlled with almost mathematical 
precision. Diabetics with infection must be treated be- 
fore and after operation as if coma were impending. 

Use of ether is contra-indicated because of its tend- 
ency to acidosis and hyperglycemia. Local anesthesia is 
contra-indicated because of local tissue injury resulting 
in great susceptibility to infection. Ethylene is most 
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generally satisfactory, but, where contra-indicated, 
spinal anesthesia may be used. 

Gangrene in diabetes is usually superimposed upon an 
already existing arteriosclerosis. The latter occurs 
earlier by 10 years (Eliason) than the usual arterio- 
sclerosis. It is followed by infection or may follow 
infection and in the latter case is due to poor hygiene 
of the feet, wearing ill fitting shoes and hose, use of 
radical corn cures and the cutting of corns and calluses. 

Operation for gangrene must be done early. Emer- 
gency operations are evidence of lack of co-operation 
between internist and surgeon somewhere along the 
line. 

Heidenhain held that amputation should be done 
above the knee, because of better collateral circulation, 
resulting more likely in primary healing. However, it 
is known that the mortality rises the nearer the am- 
putation is done toward the trunk and secondly an arti- 
ficial limb can seldom be satisfactorily fitted above the 
knee, that is, leverage for manipulating the leg is lack- 
ing. 

The author believes the chief reason for failure of 
primary healing below the knee is not defective blood 
supply but a too elaborate technic, namely beveling, 
flap formation and complicated dissection. These in- 
vite gangrene and infection. 

The author amputates at the junction of the middle 
and upper third of the leg by the old method of Kocher, 
which was widely used in the war. 

The skin is incised and allowed to retract. 
muscles are cut at the level of the retracted skin. The 
bone is cut at the level of the retracted muscles. About 
four sutures are inserted into the deep aponeurosis 
drawing the tissues over the face of the stump. The 
same number are used to approximate the skin. No 
tourniquet is used. Vessels are ligated individually. 
Careful hemostasis is important. No drainage is used, 
because it invites infection. 

The author had only two deaths in approximately 
sixty cases and these occurred in pre-insulin days. In 
the rest all but two cases resulted in primary union. 

In the treatment of carbuncles of the neck the grid- 
iron incision is used exclusively. This consists of a 
series of parallel vertical incisions extending: deep into 
the carbuncle and extending outward into the surround- 
ing healthy tissue. Bleeding is controlled by gauze 
soaked in 1 per cent carbolic acid solution. 

Haroitp J. Dvorak. 


The 





ACUTE PANCREATITIS, ABDOMINO-LUMBAR 
TRANSFIXION IN THE DRAINAGE OF ACUTE 
PANCREATITIS: F. Ody, Geneva, Switzerland (La 
Presse Medicale, No. 29, 1930, No. 96). The author 
describes the anatomy of the region of the pancreas, 
and mentions a method of drainage which he has found 
satisfactory in the treatment of acute pancreatitis; with- 
out going into the disputed etiology of this condition, 
taking it for granted that at the present stage of knowl- 
edge, early and thorough drainage is indicated, and that 
drainage through the anterior abdominal wall is not 
always satisfactory. 

A method is mentioned by which both anterior and 
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lumbar drainage is used in this condition. 
is as follows: 


The technic 


Median anterior incision, going through the large 
omentum, exposing the superior border of the pancreas; 
a preliminary palpation of the gland, to determine its 
pathology, is made; the insertion of drains is made 
above the splenic artery, thus avoiding the superior 
pancreatic arterioles, and being careful not to wound 
the splenic veins. A left lumbar incision is then made, 
dissecting to the renal hilus; again looking for the 
splenic vein, avoiding this, bluntly breaking through the 
tissues until the pancreas is reached; drains are placed 
below or behind the same. This method of drainage is 
especially useful if necrosis is extensive in the caudal 
end of the pancreas. If necrosis is extensive in the 
head, then it might be practical to put anterior drains 
to the right of the duodenum, in addition to, or in 
place of, the sub-omental drains. 

Two illustrations accompany the article. 

A. E. SoHMEr, M.D. 


PEDIATRICS 


THE INFLUENCE OF FEEDING ON CERTAIN 
ACIDS IN THE FECES OF INFANTS: Jesse R. 
Gerstley (Amer. Jour. Disease Child., Vol. 40, July, 
1930, Pages 27-45). The author is reporting on the in- 
fluence of diet on the excretion of volatile, lactic and 
total titrable acids as well as on the hydrogen ion con- 
centration in the feces of infants. Some eight years 
ago Gerstley and his coworkers started on their work 
with the supposition that the feeding of lactose in 
cow’s milk would produce harmful effects upon the 
health of the child and would show in the stools, per- 
haps giving diarrhea. Their results to the contrary 
seem to indicate that the feeding of three per cent 
lactose in the milk mixture produces a decidedly bene- 
ficial effect both on the general health of the child and 
the character of the stools excreted. The child gains 
in weight, appears better, and the total amount of the 
feces is diminished. The general appearance of the 
stool, as well as the hydrogen ion concentration, changes 
to resemble that of the breast fed child. 

Their observations were that the total amount of the 
stools of the child fed on cow’s milk without lactose 
were more bulky than the stools of the breast fed child, 
also it is more alkaline in reaction—although the total 
amount of acid excreted in twenty-four hours is 
greater in the artificially fed child than in the breast 
fed. The feeding of a three per cent lactose in the 
milk mixture for a long time showed no diarrhea or 
any other harmful effects, but to the contrary showed 
improvement in the children so fed and at the same 
time the bulk of the stools, the general appearance of 
the stools as well as the hydrogen ion concentration of 
it resembled that of the breast fed child. 


The feeding of a twelve per cent lactose in the milk 
mixture for several weeks produced symptoms of ali- 
mentary intoxication with a drop of weight but pro- 
duced no diarrhea. The author therefore suggests that 
indigestibility of cow’s milk is not responsible for diar- 
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rhea in childhood. He is also favorably impressed with 
the value of giving three per cent lactose in the milk 
formula. 

In reviewing the literature the author notes two 
schools of thought: 

1. One holds that gastro-intestinal influences such as 
pathological, chemical, bacteriological, or physiological 
changes lead to diarrhea and nutritional disturbances. 

2. The other holds that diarrhea is secondary to a 
disturbance in metabolism and nutrition, especially 
from the work of Czerny and Finkelstein, who are di- 
recting more attention to general body metabolism. Ac- 
cording to them diarrhea is a complication of a dis- 
turbance in general body metabolism arising from in- 
testinal fermentation due to improper use of carbo- 
hydrates by the body. 

AARON FRIEDELL, M.D. 





IMMUNITY TO POLIOMYELITIS IN MOTH- 
ERS AND THE NEWBORN AS SHOWN BY THE 
NEUTRALIZATION TEST: W. L. Aycock and S. D. 
Kramer (Jour. Exp. Med., 53, 457, Oct. 1, 1930). Ay- 
cock and Kramer call attention to the fact that else- 
where they have presented evidence indicating that im- 
munity to poliomyelitis is widespread, bearing a direct 
relationship to age and concentration of population, and 
in inverse relationship to the, incidence of the disease 
in all age groups. They found the immunity to exist 
least often in the one to five year age group, and espe- 
cially is this true in those of the rural districts. 

In order to determine whether the relatively low in- 
cidence of poliomyelitis in infants is due to a temporary 
maternal passive immunity similar to that noted with 
respect to diphtheria, the authors tested the blood sera 
of a group of twelve mothers together with the sera 
from the cord blood of their newborn infants for the 
presence of neutralizing substance for the virus of 
poliomyelitis. The sera were mixed with the virus sus- 
pension, incubated for two hours, placed in the ice box 
over night, and inoculated intracerebrally into rhesus 
monkeys. The neutralization tests for the virus of po- 
liomyelitis revealed that immunity was present in ten 
out of twelve infants, and in ten out of twelve mothers, 
with complete correspondence between the mother and 
infant. These tests point to passive transmission of an 
immunity to poliomyelitis from the mother to her in- 
fant. Previous tests on older children (one to five 
years), however, indicate that the passive immunity the 
infant receives from its mother is transitory. 


C. A. Stewart, M.D. 





STUDIES IN THE COMMON COLD: Experi- 
mental transmission of the common cold to anthropoid 
apes and human beings by means of a filterable agent. 
A. R. Dochez, G. S. Shibley and K. C. Mills (Jour. 
Exp. Med., 52, 701, Nov. 1, 1930). In this study of up- 
per respiratory infection usually grouped under the 
heading of common cold, the author’s primary interest 
was in its etiology. In earlier works two groups of 
organisms were investigated for possible causative re- 
lationship: (a) the bacteria more readily cultivated 
from the upper respiratory tract, and (b) the group 


of Gram-negative, filter-passing anaérobes first described 
by Oletzky and Gates. Dochez, Shibley and Mills 
found that colds may be transmitted to man and chim- 
panzee by intranasal inoculation of filtered nasal wash- 
ings from which the filter-passing Gram-negative an- 
aérobes of Oletzky and Gates were absent. They con- 
clude, therefore, that certain types of infectious colds 
are caused by a filterable agent. 
C. A. Stewart, M.D. 





RAPIDITY OF IMMUNIZATION WITH DIPH- 
THERIA TOXOID: M. Cooperstock, M.D., Ann 
Arbor, Mich., and G. F. Weinfeld, M.D., Ravinia, III. 
(Amer. Jour. Dis. of Children, Nov., 1930, Vol. 40, 
No. 5). In a previous report, the authors submitted 
their results with the use of diphtheria toxoid, conclud- 
ing that this material has a high immunizing value, and 
that, by virtue of certain important advantages that it 
possesses, it recommends itself as an ideal agent in vac- 
cination against diphtheria. 


In a group of fifty subjects, a negative Schick reac- 
tion developed in twenty-nine, or 58 per cent, three 
weeks after the second injection. In a second group 
of forty-four subjects, it was found that in thirty-five, 
or 79.5 per cent, the reaction had become negative in 
nine weeks. A third group, retested at the end of from 
sixteen to twenty-two weeks, revealed that of sixty- 
five subjects, sixty, or 92.3 per cent, showed negative re- 
actions to the Schick test. 

It has been the author’s custom in the routine pro- 
cedure for diphtheria. prophylaxis with toxoid to use 
two injections of 1 c.c. each, with an interval of three 
weeks between injections. A third injection adminis- 
tered at the end of six months to those subjects who 
still give positive reactions to the Schick test, will prob- 
ably be sufficient to immunize’ most of the small remain- 
ing number. Ramon and Helie stated that from 90 to 
95 per cent are immunized in from five to eight weeks. 
Bloomberg and Fleming reported an immunity of &4 
per cent at the end of eight months, with the employ- 
ment of two injections of 0.5 and 1 c.c., respectively. 

The interval between injections is a factor of con- 
siderable importance. Injections spaced too closely may 
bring about the so-called “negative phase” in circulat- 
ing antitoxin and a delay in the production of immu- 
nity. For example, in a group of twenty-seven sub- 
jects, each of whom had received two doses of 1 c.c. 
of toxoid, with an interval of only one week between 
injections, it was found that the Schick test was nega- 
tive in only 29.3 per cent from three to five weeks after 
the second injection. The result seems significant when 
compared with the much higher immunity of 58 per 
cent obtained after a comparable time with the same 
dosage, but with intervals of three weeks between injec- 
tions. 

It is suggested that the employment of two injections 
of 1 cc. each, three weeks apart, is, for practical pur- 
poses, an adequate routine procedure in diphtheria vac- 
cination. It is pointed out that spacing the injections 
too closely may delay the production of immunity. 

R. N. Anprews, M.D. 
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Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 











OBSTETRICS. J. W. Williams. 
revised edition. 1,157 pages. 
York: D. Appleton & Co., 1930. 
It is quite impossible to offer any remarks of endorse- 

ment of this book in addition to that conveyed by the 

name of the author. This edition contains over 1,100 

pages of reading matter, and it has many additional 

illustrations. The author devotes a rather lengthy chap- 
ter to that great question of cesarean section and the 
additional operations of sterilization and hysterectomy. 

He discusses very interestingly the low cesarean sec- 

tion. The book is brought up to date in all respects, 

even the latest tests concerning the early diagnosis of 
pregnancy. 


6th enlarged and 
Price $10.00. New 


A. G. Scnutze, M.D. 





THE BLOOD PICTURE AND ITS CLINICAL SIG- 
NIFICANCE. V. Schilling, translated by R. B. H. 
Gradwohl. Price $10.00. St. Louis: C. V. Mosby 
Co., 1929. 

For those interested in the value of nuclear changes 
in leukocytes as having a definite prognostic significance, 
this volume will prove of value. Schilling has simpli- 
fied Arneth’s classification, dividing the neutrophils 
into five groups according to their degree of maturity, 
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as shown by the development of the nucleus. The ap- 
pearance of youthful or immature forms he considers 
proportionate to the severity of the infection, and is 
supposed to be an index of the general resistance of 
the body. The author has gone into the interpretation 
of these variations in considerable detail. All other 
phases of hematology are given inadequate attention, as 
the author is obviously interested only in riding his 
hobby. 
Tuomas Myers, M.D. 





MANUAL OF THE DISEASES OF THE EYE: 
Charles H. May, M.D. 13th ed. 461 pages with 374 
original illustrations including 23 plates with 73 col- 
ored figures. Price $4.00. New York, Wm. Wood 
& Co., 1930. 

This manual deservedly maintains its position as the 
most widely used work on the eye for students and 
general practitioners. It is now in its thirteenth 
edition in the United States, sixth British edition, eighth 
Spanish edition, fifth French edition, fifth Italian edi- 
tion, fifth Dutch edition, second German edition, sec- 
ond Japanese edition, and second Chinese edition. 

In this new American edition some chapters have 
been re-written, some altered, and some additions have 
been made in order to keep the book abreast of current 
practice. Five pages on the slit lamp and corneal 
microscope from the pen of Mr. T. Harrison Butler is 
a new contribution. This printing retains all the ex- 
cellent features of the old editions, the clear lucid 
style, the profuse excellent illustrations and fine color 
plates, and the dependability of the subject matter. It 
is a work to be highly recommended for use by the 
student and the general practitioner. 

Haroitp RotruscuHitp, M.D. 





WANTED-—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 


FOR SALE—Instruments and office equipment of the 
late Dr. A. E. Comstock. See or address Dr. C. F. 
McNevin, 714 Lowry Building, Saint Paul, Minnesota. 


PHYSICIAN’S OFFICE FOR RENT—Best location 
Midway district, corner Thomas and Hamline, Saint 
Paul. Rent $25.00 a month. Inquire at dentist’s of- 
fice. 


FOUND—On road between Excelsior and Chaska, 
physician’s bag containing instruments. Address 
Dr. C. K. Holmes, 702 Physicians and Surgeons 
Building, Minneapolis, Minnesota. 


WANTED—Doctor to share office in Medical Arts 
Building. Office now available mornings and until 
3 o'clock in the afternoon. Address D118, care 
MINNESOTA MEDICINE. 


WANTED—By 1927 Minnesota graduate, an assistant- 
ship location or locum tenens in Minnesota. Can 
arrange personal interview. Address D117, care 
MINNESOTA MEDICINE. 


EXCELLENT PRACTICE—Available immediately to 
purchaser of equipment and drugs. Small cash pay- 
ment. Southwestern town and country over 500. 
Specializing. Address D-119, care MINNESOTA 
MEDICINE. 


FOR SALE: North Dakota, large German practice, 
unopposed. Will consider only an industrious man. 
Address D-116, Minnesota MEDICINE. 


LOCUM TENENS WANTED—Experienced, well 
qualified physician desires locum tenens. Registered 
in Minnesota. Address D-120, care MINNESOTA 
MEDICINE. 














